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300 word summary 
 
Background 
Coercive psychiatric treatment is one of the most controversial practices in 
medicine with some arguing that it is unfortunately necessary and others 
arguing that it is unjustified torture. Further research is required to inform clinical 
decision-making and service development.   
 
Objectives 
In study one, I aim to determine predictors and associations of coercion during 
admission. In study two, I aim to determine the impact of coercion during 
admission on outcomes one year after discharge. In study three, I aim to 
illuminate patient perspectives on coercion. In study four, I aim to determine the 
number of psychiatric hospitals in which security personnel were noted in 
inspection reports and describe the main themes of those notes.  
 
Methods 
This thesis comprised of four studies which emerged from a mix of three 
methods: observational cohort design (study one and two), thematic analysis of 
qualitative interviews (study three) and content analysis of inspection reports 
(study four). 
 
Results 
Lower functioning predicted more accumulated coercive events during 
admission. Higher levels of accumulated coercive events and male gender 
during admission predicted more inpatient days between discharge and one 
year follow up. Patients conceptualised pressure primarily as an affective state 
characterised by intense feelings of stress. Patients experienced this stress 
across a broad range of contexts throughout their mental health treatment 
including administration of medication and involuntary admission. The number 
of psychiatric hospitals in which security personnel were noted increased from 
3% - 8% between the years 2008 – 2012. Inconsistent employment details, 
differing role functions, contrasting perceptions of suitability and unmet training 
needs in relation to security personnel was evident across inspection reports. 
20 
 
Conclusions 
Coercion is unfortunately common in clinical mental health practice but it 
remains unclear if it leads to clinical or social improvements. Opportunities to 
conduct randomised controlled trials on coercive interventions should be 
explored further. 
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Chapter One: Introduction 
1.0 Chapter Overview 
The purpose of this chapter is to introduce the thesis. I do this by presenting 
background information about the topic of coercion to facilitate understanding. I 
also present a review of relevant literature by way of introducing the four main 
themes of the thesis: (1) predictors and associations of coercion, (2) outcomes 
of coercion, (3) patient perspectives on coercion and (4) coercion and the use of 
security personnel in psychiatric hospitals. Finally, against this contextual 
background I provide the rationale for each of the four thesis studies. As I used 
a mixed methods study design for the overall thesis, I discuss this in detail in 
the thesis rationale section of the chapter and subsequently throughout the 
thesis. I structure this chapter by starting with an overview of the concept and 
prevalence of coercion. I describe the meaning of the word coercion and clarify 
some important conceptual distinctions about coercion within mental health 
research literature. Next, I outline some examples of coercion that are 
commonly referred to in the literature with associated prevalence rates where 
available. Then I clarify the importance of the research topic. I then describe 
current scientific knowledge about coercion in mental health treatment in terms 
of associations and predictors, outcomes, patient perspectives and the use of 
security personnel in psychiatric hospitals. I end the chapter by describing the 
rationale of this thesis in terms of the theoretical framework, study design, 
integration across studies, knowledge gaps, associated hypotheses and 
research questions.    
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1.1 Meaning of the word “coercion” 
1.1.1 Semantic Features 
The noun coercion has been defined as:  
 
“Forcible restraint of (action)”,  
 
“Physical pressure; compression”,  
 
“The faculty or power of coercing or punishing; ‘corrective power’ or 
‘jurisdiction’”,  
 
“Conviction, power to compel assent”,  
 
“Government by force, as opposed to that which rests upon the will of the 
community governed; the employment of force to suppress political 
disaffection and the disorder to which it gives rise”.  
 
(Oxford English Dictionary) 
 
Coercion also refers to “the action of coercing” and the verb ‘coerce’ has been 
defined as:  
 
“To constrain or restrain (a voluntary or moral agent) by the application of 
superior force, or by authority resting on force; to constrain to compliance 
or obedience by forcible means; ‘to keep in order by force’” (Oxford 
English Dictionary).  
 
1.1.2 Etymology 
The noun coercion has been linked to the Old French “cohercion” and 
“cohertion” and the Latin “coerctiōnem” and “coertiōnem”. The verb coerce has 
been linked to the Latin “coercēre” which is comprised of “co” (meaning 
together) and “arcēre” (meaning to shut up, restrain, keep off or prevent) 
(Oxford English Dictionary).  
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1.1.3 Synonyms 
Words and phrases that are used with similar meanings to the verb “coerce” 
include:  
 
“pressure, pressurize, bring pressure to bear on, use pressure on, put 
pressure on, constrain […] press, push, force, compel, oblige […] 
threaten […] strong-arm [and] influence” (Oxford Dictionaries). 
 
1.1.4 Opposite meaning 
According to Carroll (1991) the opposite of coercion is:  
 
“To enhance [a person's] opportunities to choose, by increasing their 
freedom (more choices, fewer unfavourable outcomes) or increasing 
their control or ability to choose” (Carroll, 1991, p. 139). 
 
1.2 Conceptual distinctions  
The meaning of coercion has been vigorously debated across the literature and 
an internationally accepted standardised definition has yet to be agreed 
(O'Brien and Golding, 2003, Janssen et al., 2011). It is important to distinguish 
different types of coercion because they can vary in terms of “essential mode of 
interaction, psychological effects, efficacy, compatibility with the patient’s 
freedom, ascription of responsibility and justification” (Wertheimer, 1993, p. 
246). In the remainder of this section, I discuss the following conceptual 
distinctions: broad and narrow definitions of coercion, perceived coercion and 
formal and informal coercion. Coercion has been categorised into broad and 
narrow definitions as follows: 
 
1.2.1.0 Broad definition 
Broad definitions apply the term coercion to a wide range of interventions that 
involve “any use of authority to override the choices of another” (O'Brien and 
Golding, 2003, p. 168). Accordingly, interventions grouped by this definition can 
range from highly restrictive uses of force such as physical restraint to a more 
subtle “interpersonal and dynamic activity, involving one person (or several) 
exerting his or her will upon another” (Lutzen, 1998, p. 103). Advocates of broad 
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definitions argue that they enable a shift in focus from the definition to the 
justification of coercion, which they view as a more worthwhile activity (O'Brien 
and Golding, 2003). 
 
1.2.1.1 Narrow definition 
Narrow definitions reserve the term coercion for “If-then” proposals such as ‘If 
you do not go to hospital voluntarily, you will be admitted involuntarily’. 
Proponents of this terminology sometimes advocate the inclusion of other 
defining features such as believability, the success criteria and a moral 
baseline.  In the preceding example, a believability requirement would 
necessitate that the patient believed if they did not go to hospital, they would be 
admitted involuntarily (Anderson, 2006). The success criteria would necessitate 
that the patient went to hospital voluntarily after the proposal was issued before 
it can be said that his voluntary admission was coerced (Nozick, 1969). The 
moral baseline would necessitate that the proposed involuntary admission 
would leave the patient worse-off than before the proposal was issued 
(Wertheimer, 1993). Such narrow definitions of coercion offer some benefits in 
comparison to broader definitions. Specifically, the believability requirement 
would enable a distinction between patients who did not understand the 
proposal and patients who did. The success criteria would distinguish between 
patients who were only threatened with a particular consequence and patients 
who were threatened and coerced. The moral baseline would enable a 
distinction between proposals that were in the best interests of the patient and 
those that were not. Finally, the narrow definition allows for a more precise 
delineation of responsibility that can be useful in legal cases. For example, if a 
clinician proposes to admit a patient to a psychiatric hospital regardless of 
whether the patient wants to go or not, the difference in terms of the 
voluntariness of the patient in admitting himself to hospital or being admitted by 
force is trivial, despite his possible ‘voluntary’ legal status. This is consistent 
with Anderson’s argument that “when a coercer has the power to enforce his 
decision regardless of what the coercee chooses to do, this may provide the 
coercee a justification for failing to engage in an exercise in futility” (2006). 
According to Anderson (2006) the patient's responsibility is diminished because 
he was coerced on the grounds that his admission was “beyond [his] control or 
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willpower to prevent [and his acquiescence was] morally permissible under the 
circumstances”. 
 
1.2.2.0 Perceived Coercion 
Definitions of perceived coercion depend on instruments used to measure it. 
Several instruments have been published to date but only two have been 
validated and used widely:  
 
1.2.2.1 The MacArthur Perceived Coercion Scale (MPCS) (Lidz et al., 1995) 
The MPCS is one of four subscales of the Admission Experience Scale. It 
contains five items each relating to different dimensions of perceived coercion: 
perceived control, choice, influence, freedom and idea. Patients respond to 
each item with “True” or “False” [see Figure 1.0]. The scale has been used in 
many studies and validated with patients (Katsakou et al., 2011). The implicit 
definition of perceived coercion from this scale is a perceived lack or reduction 
in autonomy. Scoring of the scale is based on the assumption that if the patient 
perceives that their control, choice, influence, freedom and idea was absent 
from the admission process, then coercion was present. The researchers who 
designed this scale chose these terms because asking patients directly about 
coercion was too difficult and these terms had high face validity as synonyms 
for autonomy (Gardner et al., 1993b). During the development of the scale, the 
researchers administered it to patients with reference to three separate time 
periods: the time period shortly before their hospital admission, the time period 
covering the admission process to hospital and the time period covering the 
stay in hospital. The authors found that the results of the perceived coercion 
scale were highly similar across these time periods with the exception of the 
time period shortly before their hospital admission as it was perceived as less 
coercive than the admission process. Accordingly, the authors merged the 
questions from these time periods together and designed the scale to focus on 
the patient’s admission to hospital only (Gardner et al., 1993a). 
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Figure 1.0: The MacArthur Perceived Coercion Scale Items (Lidz et al., 
1995) 
 
 
 
 
 
 
1.2.2.2 The Coercion Ladder (CL) (Hoyer et al., 2002) 
The CL is a visual analogue scale and measures the extent to which patients 
perceive that they have experienced coercion, threats, force pressure, or 
inducements during their treatment. Instructions are read to the patient before 
they are asked to mark the step on the ladder indicating the degree of coercion 
they perceive that they have experienced [see Figure 1.1]. While some 
researchers (e.g. Katsakou et al., 2011) have used this scale for measuring 
perceived coercion from admission to discharge because there are no other 
validated scales available for this purpose, it was designed for measuring 
perceived coercion during the admission process. The implicit definition of 
perceived coercion from this scale is the patient’s memory and perception of 
experiences of any types of pressure including but not necessarily limited to 
force, coercion, threats or inducements. 
 
Figure 1.1: Patient Instruction for the Coercion Ladder (Hoyer et al., 2002) 
 
 
 
 
 
 
 
 
 
 
“When a person gets admitted to a mental hospital or ward, different things 
will be of importance in each case. In some cases, a lot of pressure and even 
physical force is used when a person is admitted, while in other cases 
patients come to the ward totally at their own will. If you think of your own 
admission to this hospital this time, try to consider if you were subjected to 
any kind of coercion, threats, pressure, or inducements. Then try to figure 
what step on the ladder shown below that best corresponds with the amount 
of pressure from others you experienced when admitted, and mark the step 
with an X. For instance, if you came entirely on your own initiative put an X 
on step 1, but if you were subjected to the maximum use of coercion, then 
you put the X on step 10.” 
1. I had more influence than anyone else on whether I came into the 
hospital  
2. I had a lot of control of whether I went into the hospital  
3. I chose to come into the hospital  
4. I felt free to do what I wanted about coming into the hospital  
5. It was my idea to come into the hospital 
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A significant limitation of these instruments is that they are designed to assess 
perceived coercion during the admission process only. Other scales have been 
designed which overcome this limitation such as the Community Perceived 
Coercion Scale (Birnbaum et al., 1999), the Perceived Coercion in Everyday 
Life scale (Steadman and Redlich, 2006) and the Coercion Experience Scale 
(Bergk et al., 2010). However, none of these scales has been used widely 
within the literature so it is difficult to compare results. Many of these scales are 
based on different conceptualisations of perceived coercion in comparison to 
the MPCS and CL. For example, the Perceived Coercion in Everyday Life scale 
(Steadman and Redlich, 2006) asks participants how much say they had about 
different activities of daily living [see Figure 1.2]. A composite score is 
calculated based on reported answers from a five point likert scale ranging from 
“no say at all” to “very much say”. 
  
Figure 1.2: Perceived Coercion in Everyday Life Items (Steadman and 
Redlich, 2006) 
 
 
 
 
 
 
 
1.2.3 Informal and Formal Coercion 
Informal coercion has been defined as “those practices that fall outside legal 
and policy provision or guidance, such as those identified as being used by 
Assertive Community Treatment teams and the practice of “leverage”” (Canvin 
et al., 2013, p. 100). Formal coercion typically refers to interventions that are 
“backed up by force supported by legal statute” (Szmukler and Appelbaum, 
2008, p. 239). 
 
1.3 Examples of Coercion  
In the following section, I specify particular types of coercion described in the 
literature. For some types of coercion, I refer to recently published prevalence 
How much say do you have about: 
1. What time you got up? 
2. What you would do during the day? 
3. How much of your money you could spend? 
4. Who you would spend time with during the day? 
5. What programs you would watch on TV? 
6. What food you ate? 
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data from Mental Health Commission reports. It is important to note that the true 
prevalence of mechanical restraint, physical restraint and seclusion may be 
underestimated in these reports as the Mental Health Commission only inspects 
approved centres and these types of coercion may be utilised in other centres 
including general hospital settings and residential care facilities. 
 
1.3.1 Persuasion 
Persuasion is defined as an “appeal to reason (but often also to the emotions) 
[which] revolves around an arguably realistic appraisal of the benefits and risks 
of treatment” (Szmukler and Appelbaum, 2008, p. 235). A total of 56.8% (106 
out of 171) of patients experienced persuasion during the admission process to 
psychiatric hospital (Lidz et al., 1998). Persuasion is evident in interventions 
such as compliance/adherence therapy and motivational interviewing (Rollnick 
and Allison, 2004).  Molodynski et al. (2010) offer the following hypothetical 
vignette: 
 
“Debbie is a 30-year-old woman with bipolar disorder who has had a 
number of admissions to hospital over the years, often detained under 
the [Mental Health Act]. Between admissions, she keeps well and 
functions as long as she accepts medication and support. Without these, 
she quickly becomes unwell. Her illness has been damaging to her life 
situation and as a result, she has only limited contact with her two 
daughters, aged six and four. Debbie has just stopped taking her 
medication. Her community nurse, Tom, is increasingly concerned about 
the situation and keen to try to avert another damaging relapse. He is 
aware that while medication does not guarantee stability it appears to 
have worked well for Debbie over the years. Tom talks to Debbie and 
explains the evidence for medication in bipolar disorder and the fact that 
her pattern of relapse indicates that this applies to her.” (Molodynski et 
al., 2010, p.108) 
 
Lidz et al. (1993) reported that the most common type of coercion in a 
psychiatric emergency room was persuasion. Attending physicians tended to 
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persuade patients more often than nurses even though they spoke with the 
patients less. For instance, one physician was recorded saying to a patient:  
 
“Well, I think the reason you came [is] I think you need psychotherapy. 
Psychotherapy is kind of a help to understand what’s going on in your 
life. (Clinician goes on to explain psychotherapy). Psychotherapy helps 
you take a look at yourself and see why you came to be the way you are” 
(Lidz et al., 1993, p.272) 
 
Persuasion can appear as a process of negotiation between mental health 
professionals and patients. For example, Quirk et al. (2012) recorded the 
following conversation at a medication review between a consultant psychiatrist, 
social worker and their patient: 
 
“Consultant: So it’ll be one tablet per day 
Patient: Mm 
Consultant: Can I give you a prescription for that? 
Patient: One tablet? 
Consultant: Mm 
Patient: One tablet. Okay you can give me a prescription but I won’t take 
them unless I’m goin a bit off the wall 
Consultant: Aaah now that’s not quite what I had in mind 
Patient: that’s not a good deal is it I’ve… 
Consultant: No 
Patient: ah 
Social Worker: It’s a better deal 
Patient: See he’s a hard man. He is a hard man 
Consultant: It’s not really quite what I had in mind 
Social Worker: he’s fair he’s fair he’s a fair man as well 
Patient: Heh heh 
Consultant: I’m thinking about your neighbours as well and I’m 
Patient: heh yeah I’ve improved greatly I have improved greatly 
Consultant: Oh you have 
Patient: Yeah I have 
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Consultant: but you’re risking throwing that all away that’s the problem 
Patient: I know. No no, I have improved greatly that way yeah [ever] 
since I’ve stopped taking all those tablets and I just take every one or two 
and… 
Consultant: I’m not doubting that for one minute. 
Patient: Mm 
Consultant: But the schizophrenia does not come straight away. If you’re 
gonna get schizophrenia it creeps up on you 
Patient: Does it? 
Consultant: Yeah and before you know it you’re under the spell of it and 
you’ll be a changed person 
Patient: yeah I know yeah 
Patient: Okay then I oh I don’t know I mean I don’t know all these things 
you know but erm as I say I feel alright now and I’m not y’know and I’m 
not going off the rails or anything. 
Consultant: Fine I’m gonna I’m gonna 
Patient: But but if you if you I might do, you think I might do in time. 
Consultant: I think you might (sound of consultant opening briefcase to 
take out prescription pad) 
Patient: Yeah okay alright then well I’ll take your advice 
Consultant: Yeah it’s not yeah it’s not a risk I’m very happy with 
Patient: Mm  
(sound of Consultant writing prescription)” (Quirk et al., 2012, p.102) 
 
The authors note that the patient and consultant in this excerpt both “orient to 
what they are doing as bartering or doing a deal […] such actions demonstrably 
keep the decision-making on a negotiated or shared footing” (Quirk et al., 2012, 
p.103).  
 
1.3.2 Interpersonal Leverage 
Interpersonal leverage occurs when the patient becomes emotionally 
dependent on a clinician and wishes to please or avoid disappointing them. 
Once this dependency is recognised, the clinician can then use it as leverage to 
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encourage compliance with treatment (Szmukler and Appelbaum, 2008). 
Szmukler and Appelbaum offer the following example of interpersonal leverage:  
 
“The [community psychiatric nurse] looks saddened by the patient’s 
rejection of medication. He sighs, and shakes his head while looking 
distractedly out of the window. A limp handshake accompanies the 
[community psychiatric nurse]’s departure. Perhaps they can talk about it 
some more next time” (Szmukler and Appelbaum, 2008, p. 235).  
 
1.3.3 Proposal 
Proposals have been defined as a “bi-conditional proposition” such that “If the 
patient accepts treatment A, then the clinician will do X; or if the patient does 
not accept treatment A, then the clinician will not do X (or do Y)” (Szmukler and 
Appelbaum, 2008, p. 235). Examples include threats to remove various rights 
and entitlements, threats to restrict access to housing, children and education, 
threats related to incarceration, financial control, probation and parole orders if 
patients do not comply with mental health treatment and cash offers to patients 
in return for receiving an anti-psychotic depot medication. Ethical debates have 
given rise to classifying proposals into different types such as leverage, threats, 
offers, inducements and predictions (Szmukler and Appelbaum, 2008, Claassen 
et al., 2007, Canvin et al., 2013). In a 1999 survey of all psychiatric intensive 
care units in the UK, 21 cases of patients refusing venepuncture for clozapine 
treatment were identified. The following inducements were reported: 
 
 “increased social activities (five cases), money or cigarettes (two cases) 
the ‘good will’ of the Home Office (two cases) and no further 
intramuscular injections (one case)” (Pereira et al., 1999, p. 343) 
 
Lidz et al. (1993) recorded the following threat in a psychiatric emergency 
department. The nurse threatened involuntary admission if the patient did not 
sign a voluntary admission form: 
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“Nurse: Dr. M. agreed to outpatient program but he thinks, and I think, an 
inpatient evaluation is needed. He feels there are grounds for 
commitment.  
Patient: What grounds would they be? 
Nurse: (Talked about the grounds for commitment which were that he 
tried to kill himself using Valium) 
Patient: Is there any way that I can stop this? There are a lot of crazy 
people out in the lobby and I’m not crazy, I don’t belong here. 
Nurse: Would you be willing to sign a voluntary commitment or would 
they insist on involuntarily committing you? 
Patient: But I am going to have to be here three days 
Nurse: Not necessarily, but if they commit you, yes you will be here at 
least three days. 
Patient: I don’t need to be here. 
Nurse: Yes or no, would you sign a voluntary? 
Patient: Well I don’t want to stay here so I will sign into X Hospital. I feel 
upset that those doctors feel I am nuts.” (Lidz et al., 1993, p.273) 
 
1.3.4 Authority 
Influence by authority occurs when “the fact that A tells B to do X is a reason for 
B’s doing X” (Wertheimer, 1993, p. 246). The influence of authority is suggested 
in the previous excerpt when the nurse refers to the opinion of “Dr. M”. This 
raises two important points. First, Lidz et al. (1993) noted that the “implicit 
importance of the professional prestige of the physician” is communicated to the 
patient in part, by how frequently nurses rather than doctors attempt to 
persuade patients. Lidz et al. (1993, p.272) also note that when the patient 
resists the nurse’s persuasion attempts, the nurses often invoke the authority of 
a doctor. For example, one nurse was recorded saying to a patient: “I talked to 
Dr. H. and he would like to see you at another hospital” (Lidz et al., 1993, 
p.272). Second, different types of influence and coercion are often at work 
during the same interactions between carers and patients and “there are no 
bright lines separating one type of interaction from another” (Lidz et al., 1993, 
p.273). Finally, Wertheimer (1993) emphasises a distinction between de jure 
and de facto authority:  
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“A exercises de jure authority over B when the fact that A tells B to do X 
is a (good) reason for B to do X. A exercises de facto authority over B 
when B regards the fact that A tells B to do X a (good) reason to do X.” 
(Wertheimer, 1993, p.246) 
 
1.3.5 Deception 
Deception has been defined as “lies or deliberate deceit of any sort” and has 
been included as a form of coercion in the literature due to its capacity to 
undermine a person’s voluntariness (Lidz et al., 1998, p.1256, Appelbaum, 
2001). In a 1996 study based in the U.S.A., 6.4% (11 out of 171) of patients 
were deceived during the admission process to psychiatric hospital (Lidz et al., 
1998). Various forms of deception have been identified in the literature including 
“failing to correct a patient’s misconception […] concerning the consequences of 
failing to comply” (Szmukler and Appelbaum, 2008, p.237), knowingly providing 
false or misleading information to a patient, covert observation, covert 
medication and surreptitious prescribing. Previous research suggests that 
patients may have misconceptions about the consequences of failing to comply 
with outpatient commitment orders and some outpatient commitment 
programmes may depend on this misconception. For example, patients may 
believe that if they do not comply with the order they will be admitted 
involuntarily to hospital and treated against their will while the actual 
consequence of non-compliance is a mental health assessment (Szmukler and 
Appelbaum, 2008). Lidz et al. (1993) recorded the following example of 
knowingly providing false or misleading information to a patient in a psychiatric 
emergency department. In this example, the nurse tells the patient that they 
have the power to admit the patient involuntarily before confiding privately to 
colleagues that there are no grounds for an involuntary admission of the patient:   
 
“Observer note: (Ms. I. is a 32 year old single white female. She came in 
at 12:30am. She was brought in by the city police on an involuntary 
commitment order. Before interviewing the patient, the nurse asked the 
policeman what the commitment grounds were. The policeman replied 
that he did not know and the he just picked her up). 
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Nurse: If we recommend admission, will you stay? 
Patient: No! I’m not staying! 
(Observer note: The police leave at this point and the patient attempts to 
walk down the hall after them. Security stops her.) 
Nurse: I understand you threatened to kill your baby. I can legally hold 
you under the 302.  
Patient: That’s not true, there’s a lady I talk to 
Nurse: I’ll call and get the story 
(Observer note: The nurse makes several phone calls in the staff room. I 
heard her say, “I don’t have the commitment grounds and the police don’t 
have her commitment grounds”. “If the baby’s safe, if the lady doesn’t 
want to talk, she can go”)” (Lidz et al., 1993, p.274) 
 
Covert observation involves observing a conscious patient without their 
knowledge or consent for the purposes of clinical assessment. Covert 
observation is recommended as a technique in clinical psychiatry textbooks. For 
example, in the assessment of somatoform, factitious disorders or malingering 
Garcia (2003) suggests that “covert observation may reveal that the feigning 
patient appears more comfortable when alone” (Garcia, 2003, p.112).  Likewise, 
Maloy and Malavade (2010) suggest that before an emergency psychiatric 
interview “brief covert observation of the patient’s behaviour can also be 
extremely useful because it may uncover attempts at malingering or reveal 
behaviour that the patient will attempt to hide” (Maloy and Malavade, 2010, 
p.13). Covert medication has been defined as “the administration of any medical 
treatment in disguised form” (Mental Welfare Commission for Scotland, p.2). 
During 2012, 1.6% (588 out of 37,411) of residents in Scottish care homes were 
administered medication covertly with up to ten different medications 
administered per patient. Surreptitious prescribing has been defined as “the 
practice of supplying a prescription to a family member or health care 
professional of a patient and knowing that the medication will likely be 
concealed in food or drink and administered to the unknowing patient” (Whitty 
and Devitt, 2005, p.481). Previous research found that medication was 
prescribed surreptitiously to 79% of elderly patients and 94% of patients with 
dementia (Whitty and Devitt, 2005). Another study found that 38% of 
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psychiatrists reported that they had prescribed medication surreptitiously 
(Whitty and Devitt, 2005). 
 
1.3.6 Exclusion 
Exclusion is described as a type of coercion because it undermines a patient’s 
voluntariness.  For example, Feinberg (1986) proposes that a person can be 
said to be acting “perfectly voluntarily” only when they are “fully informed of all 
the relevant facts and contingencies, with their eyes wide open, so to speak” 
(Feinberg, 1986, p.104). Excluding a patient from a decision that relates to them 
necessarily undermines their ability to appreciate the full and complete facts of 
a situation and influence the outcome of the decision making process. Two 
specific types of exclusion have been described in the literature: process 
exclusion and structural violence. In discussing the concept of “process control”, 
Hiday et al. (1997) state that “having a chance to speak (voice) and having 
others take it into account (validation) provide a chance to influence an 
outcome, even though the outcome may not be what one would desire” (Hiday 
et al., 1997, p.229).  Process exclusion refers to being excluded from this kind 
of decision-making process. In research, it has been measured by asking 
patients the extent to which they agree with the following four items: 
 
1. “I had enough of a chance to say whether I wanted to come into hospital 
2. I got to say what I wanted about coming into the hospital 
3. No one seemed to want to know whether I wanted to come into hospital 
4. My opinion about coming into the hospital didn’t matter” 
(Hiday et al., 1997, p.233) 
 
Items 1 and 2 measure the construct of ‘voice’ and items 3 and 4 measure the 
construct of ‘validation’. In a sample of 331 involuntary patients with severe 
mental illness recruited from four psychiatric hospitals in the United States, 
Hiday et al. (1997) found that 22.5% of patients experienced no process 
exclusion and 27.1% of patients experienced the highest possible levels of 
process exclusion.  
Kelly (2006) refers to the “systematic exclusion of the mentally ill from full 
participation in civic, social and political life” as a form of structural violence 
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(Kelly, 2005, p. 2118). Structural violence is defined as “forces such as 
discrimination, racism, poverty and socio-economic inequality which have an 
effect on the health and wellbeing of individuals and communities” (Kelly, 2006, 
p. 2121). Kelly (2006) argues that the associations between mental illness and 
social class, homelessness, imprisonment and migration demonstrate that:  
 
“social, economic and political forces act to reduce the opportunities for 
the mentally ill to participate fully in societal and political decision-making 
processes. This systematic exclusion results in: (a) a lack of emphasis 
on mental health issues on social and political agendas at all levels; (b) 
the subsequent exclusion of the mentally ill from full participation in civic 
and social life and (c) an ongoing failure effectively to address 
deficiencies in health and social services for the mentally ill” (Kelly, 2006, 
p. 2121) 
 
1.3.7 Shows of Force 
Shows of force have been defined as when “a number of staff are assembled 
within view of the patient, with the implicit or explicit threat that the patient will 
be manually restrained or forced to undergo treatment, unless they comply 
voluntarily” (Bowers et al., 2012a, p.31). In 136 (25%) of the total estimated 551 
acute psychiatric wards in England from 2004-2005, there was an average of 
0.28 episodes of shows of force per day. In a 1996 study based in the United 
States of America, 22.8% (39 out of 171) of patients experienced shows of force 
during the admission process to psychiatric hospital (Lidz et al., 1998). 
 
1.3.6 Seclusion 
Seclusion has been defined as “bringing the patient into a locked room where 
he/she is alone and able to move around. The patient is unable to leave due to 
a locked door for some time, irrespective of the circumstances and safety 
preconditions.” (Janssen et al., 2011, p.2). Of the 68 approved centres 
registered with the Mental Health Commission in 2012, 29 (42.6%) reported 
using seclusion. There were 1,403 episodes of seclusion across 29 approved 
centres that represent 30.6 episodes per 100,000 total population in the 
Republic of Ireland (Mental Health Commission, 2012).  
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1.3.8 Physical restraint 
Physical restraint, also referred to as manual restraint or protective holding, has 
been defined as “immobilizing the patient on the floor or upright by staff 
members, to calm down through specific holding techniques” (Janssen et al., 
2011, p.2). Of the 68 approved centres registered with the Mental Health 
Commission in 2012, 52 (76.5%) reported using physical restraint (Mental 
Health Commission, 2012). There were 3,063 episodes of physical restraint 
across these approved centres which represents 66.8 per 100,000 total 
population in the Republic of Ireland (Mental Health Commission, 2012).  
 
1.3.9 Mechanical restraint 
Mechanical restraint has been defined as “the use of devices or bodily garments 
for the purpose of preventing or limiting the free movement of a patient’s body” 
but excludes the use of “cot sides or bed rails to prevent a patient from falling or 
slipping from his or her bed” (Mental Health Commission, 2012, p.4). Of the 68 
approved centres registered with the Mental Health Commission in 2012, 61 
(89.7%) reported that they do not use mechanical restraint. There were zero 
reports of mechanical restraint in 2012 (Mental Health Commission, 2012). 
Different types of mechanical restrains have been described in the literature. 
For example, Huf et al. (2012) described mechanical restraints as “strong cotton 
bands to both arms and both legs and attached to the bedside to allow some 
restricted movement in the prone position” (Huf et al., 2012, p. 2267). Bergk et 
al. (2011) described mechanical restraints as “five-point restraints in a bed (both 
arms, both legs, and a hip belt)” (Bergk et al., 2011, p. 1311). In a sample of 76 
non-randomised patients from three psychiatric units in Germany, 28 (37%) 
experienced mechanical restraint and 48 (63%) experienced seclusion (Bergk 
et al., 2011).  
 
1.3.10 Enforced medication  
Enforced medication has been defined as “application of intramuscular 
medication by force or by definite psychological pressure, i.e. announcing 
intramuscular medication if it is not taken orally at once” (Janssen et al., 2011, 
p.2). In a 2007-2010 study based in an acute ward in the Netherlands, 14.4% 
(18 out of 125) patients were administered medication by force only and 27.2% 
40 
 
(34 out of 125) patients were administered medication by force in addition to 
seclusion (Georgieva et al., 2012a). In this study, the forced medication 
involved:  
 
“the oral or intramuscular administration of a combination of haloperidol 
and promethazine, or lorazepam to achieve rapid, short-term behavioural 
control of any extreme agitation, aggression or potentially violent 
behaviour that placed the individual and those around them at risk. 
Initially, 10 mg haloperidol and 100 mg promethazine, or lorazepam 2½-5 
mg was offered as oral medication to the agitated patients with psychotic 
or non-psychotic symptoms, respectively. Nevertheless, in some 
situations patients refused to take the medication orally, so IM 
medication (5 mg haloperidol and 50 mg promethazine or 2½-5 mg 
lorazepam) was used”.(Georgieva et al., 2012a, p.2) 
 
In a study examining nursing records conducted in 84 psychiatric units across 
31 hospitals in London and surrounding areas, Bowers et al (2012b) reported 
that 48 out of 522 (9%) patients experienced forced medication during 
admission. This represented a rate of 18 per 100 admissions during the first two 
weeks of admission. In this study, forced medication was operationalised as:  
 
“given intramuscular medication (enforced), or intramuscular injection 
given without consent. This therefore includes a verbal rejection by the 
patient, and opposition sufficient to necessitate injection rather than oral 
medication”. (Bowers et al, 2012b, p.800) 
 
1.3.11 Involuntary admission 
An involuntary patient has been defined as “a person who is admitted to 
hospital against their will” (Mental Health Commission, 2009b, p. 6). An 
admission has been defined as “when [a patient goes] into hospital for inpatient 
care and treatment” (Mental Health Commission, 2009b, p.10). In 2013, there 
were 1591 admissions arising from Form 6 and 541 admissions arising from 
Form 13 in the Republic of Ireland. Under the Irish Mental Health Act 
(Government of Ireland, 2001), Form 6 (Mental Health Commission, 2011) 
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confers an involuntary legal status from the beginning of a patient’s admission 
and Form 13 (Mental Health Comission, 2011) converts a voluntary patient’s 
legal status to involuntary. In 2012, 10.6% of all 18,173 psychiatric admissions 
in the Republic of Ireland were involuntary detentions (Daly and Walsh, 2012). 
In some cases, patients can be escorted to hospital by an assisted admissions 
team for the purpose of an involuntary admission. Under the Mental Health Act, 
2001, all patients are entitled to a mental health tribunal after 21 days of 
involuntary admission and can avail of free legal aid. As part of the tribunal 
process, an independent consultant psychiatrist assesses all patients. The 
purpose of the tribunal is to revoke or affirm the order for either an involuntary 
admission or a renewal of a previous involuntary admission order. Of the 1,820 
mental health tribunal hearings held in 2014, 1670 (92%) were affirmed and 150 
(8%) were revoked (Mental Health Commission, 2014).  
 
1.4 Importance  
The importance of coercion in mental health research and practice has gained 
increasing emphasis over the last twenty years. Kallert et al. (2011b) propose 
eight factors for this change of interest as follows: 
 
1.4.1 Widely Varying Prevalence Rates 
The percentage of general psychiatric admissions with an involuntary legal 
status range from 3% in Portugal to 30% in Sweden and vary internationally by 
a factor of 10 (Kallert et al., 2011b). The percentage of involuntary patients who 
experience physical coercion during admission such as seclusion, mechanical 
restraint or forced medication ranges from 30%-60% across Europe (Kallert et 
al., 2011b). This data raises important questions about factors contributing to 
this wide variation, especially as they relate to service configuration and 
legislation.  
 
1.4.2 Diversification of Treatment Settings  
Following the deinstitutionalisation of mental health services internationally, 
research has focused on the use of coercion in other treatment settings such as 
forensic hospitals, nursing homes, high support hostels, emergency 
departments and long-term care homes. The corresponding shift in focus 
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towards community-based treatment has also produced new contexts in which 
coercive practices have developed such as leverage in outpatient commitment 
programmes (Kallert et al., 2011b).  
 
1.4.3 New Mental Health Legislation 
The introduction of new mental health legislation produced a demand for high 
quality research, especially when the legislation was complex and introduced 
new forms of coercive practices (Kallert et al., 2011b).  
 
1.4.4 Human Rights  
Coercion in psychiatric care was increasingly viewed as a human rights issue, 
especially after various United Nations publications such as the “Convention on 
the Right of Persons with Disabilities” (United Nations, 2006) and the “Report of 
the Special Rapporteur on torture and other cruel, inhuman or degrading 
treatment or punishment” (Méndez, 2013). This has produced a need for 
research on the impact of protecting human rights in psychiatric care on a 
population level (Kallert et al., 2011b).   
 
1.4.5 Ethical Concerns 
Ethical concerns linked to clinical practice and research has become 
increasingly prominent. These concerns range from examining informed 
consent for participation of patients in research, the views of different 
stakeholder groups on the use of coercion in psychiatric care and the 
management of psychiatric advanced directives (Kallert et al., 2011b). These 
ethical concerns have emerged from different origins such as political abuse of 
psychiatry in the 20th century and the need for evidence based clinical 
guidelines for the use of coercion (Kallert et al., 2011b).   
 
1.4.6 Reduction Strategies 
The development of strategies to reduce coercion and/or replace coercive 
practices with less restrictive alternatives have gained increasing attention 
(Kallert et al., 2011b).  
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1.4.7 Focal Point of Criticism about Psychiatry 
Coercion became a focal point of criticism about psychiatry by service user 
groups and political bodies such as the Council of Europe. This may have 
motivated psychiatric professional organisations to address these concerns by 
intensifying clinical and research initiatives in this area (Kallert et al., 2011b). 
 
1.4.8 Coercion and the Therapeutic Relationship 
Examining the impact of coercion on outcomes such as treatment satisfaction 
and adherence was increasingly viewed as a way to explore opportunities for 
improving the therapeutic alliance between clinicians and psychiatric patients 
(Kallert et al., 2011b).  
 
1.5 Description of literature review 
A narrative literature review “critiques and summarizes a body of literature and 
draws conclusions about the topic in question” whereas systematic literature 
reviews “use a more rigorous and well-defined approach to reviewing the 
literature in a specific subject area” (Cronin, Ryan, & Coughlan, 2008, p. 38-39). 
My decision to conduct a narrative rather than systematic literature review was 
informed by advice issued by the School of Postgraduate Studies, RCSI for 
conducting a literature review as part of a PhD thesis which stated that “you do 
not need to cite every article that has ever been written on your research topic” 
and encouraged students to “concentrate on the most recent, relevant research” 
(Morgan, 2013). The main disadvantage of conducting a narrative review 
relative to a systematic review was that relevant and important information was 
more likely to be excluded from a narrative review. The main advantages of 
conducting a narrative review was that it appeared feasible to complete within 
the specified time boundaries of the PhD programme and it enabled me to 
demonstrate relevant academic competencies including critical appraisal, 
conceptual understanding, knowledge synthesis and contextualisation. My 
literature search strategy was informed by previously published guidelines for 
undertaking a traditional or narrative literature review and previous experiences 
of conducting literature reviews (Cronin, Ryan, & Coughlan, 2008). While my 
search strategy was more iterative than linear, I present a staged approach that 
characterises my literature search strategy for clarity: 
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1.5.1 First stage: Finding literature 
I searched various databases that I had access to including PubMed, 
ScienceDirect, Google, Google Scholar, Cochrane Library and PsycInfo. My 
search terms varied according to the specific topic or paper I was searching for. 
For example, when searching for published research about the topic of security 
personnel in psychiatric care I used the following search terms:  
 
security psychiatry 
security psych* 
security personnel psych* 
security guards psych* 
 
I also considered alternative words as I learned more about the topic from 
reading the literature. For example, I learned that security personnel working in 
psychiatric care are also referred to as “Mental Health Security Officers” and 
“Safety and Security Officers” so I modified my keywords to reflect these 
alternative descriptions. I occasionally used the advanced search function 
available in some databases to refine a highly specific search with various 
Boolean operators such as AND, OR, NOT or AND NOT. Secondary sources 
such as literature reviews and academic textbooks sometimes referred to 
studies that I had not previously discovered in my literature search (e.g.  
Newton-Howes & Mullen, 2011; Appelbaum & Klitzman, 2011). If these studies 
appeared relevant to my research interest, I attempted to access these studies. 
As a rule of thumb, I followed previous guidance that “a maximum time frame of 
5–10 years is usually placed on the age of the works to be included. […] 
Seminal or influential works are the exception to this rule” (Cronin, Ryan, & 
Coughlan, 2008, p. 40). 
 
1.5.2 Second stage: Analysing literature  
I began by conducting an initial brief review of the literature to quickly establish 
if the text was relevant to my research interest. Often this involved reading the 
abstract of a journal article or scanning the text of a document to identify salient 
themes. Once I had identified the most suitable texts, I then returned to the 
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relevant text to undertake a more critical review. Often this would involve 
reading the study in more detail to establish the quality of the evidence. 
Overtime, I developed the view that most of the literature I read could be 
identified by general themes such as predictors and associations of coercion, 
outcomes of coercion, stakeholder perspectives on coercion, interventions to 
reduce coercion, conceptual/theoretical discussions of coercion and legislation 
and policy. As I developed specific research aims and objectives, I narrowed 
the focus of my literature review. I made use of tables, summary lists and 
folders to gain precision and clarity. 
 
1.5.3 Third stage: Organising and writing the review 
I decided to organise my review in terms of the four main themes of the thesis: 
(1) predictors and associations of coercion, (2) outcomes of coercion, (3) patient 
perspectives on coercion and (4) coercion and the use of security personnel in 
psychiatric hospitals. I decided to frame my review of each of these themes in 
terms of different categories or ‘subthemes’. For example, for the review of 
outcomes of coercion I decided to present different outcomes separately. While 
this is the most popular approach to framing literature reviews, Cronin, Ryan, & 
Coughlan caution that “care must be taken in ensuring that the themes are 
clearly related to the literature” (p. 2008, p.42). I ensured this by using tables 
and lists to structure my review and cross checking my themes and subthemes 
at multiple points throughout the writing process.  
 
1.6 Associations and Predictors of Coercion 
1.6.1Staff Characteristics 
De Benedictis et al. (2011) found that seclusion and restraint were more likely to 
be used on wards where the staff members expressed more anger and 
aggression and perceived that the patients engaged in more self-harm. A 
greater proportion of qualified staff, student nurses and Irish and African staff 
predicted more episodes of shows of force per day across 136 (25%) of the 
total estimated 551 acute psychiatric wards in England from 2004-2005 (Bowers 
et al., 2012a). More manual (physical) restraint episodes per day were predicted 
by a greater proportion of qualified staff, doctors and student nurses (Bowers et 
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al., 2012a). Husum et al. (2010) found that the use of coercion across 32 wards 
in Norway was not predicted by whether staff viewed coercion negatively as 
offensive, pragmatically as an occasionally necessary safety measure or 
positively as a treatment. 
 
1.6.2 Patient Age 
Younger patients were more likely to be secluded, restrained and administered 
medication by force during admission (Knutzen et al., 2011, Lay et al., 2011). 
Dumais et al. (2011) reported that younger patients were more likely to be 
secluded than not, both with and without restraints. Taylor et al. (2012) found 
that physically or manually restrained patients were significantly older than 
secluded patients.  
 
1.6.3 Patient Gender 
Male patients were more likely to be secluded, restrained and administered 
medication by force during admission than female patients (Taylor et al., 2012, 
Lay et al., 2011, Knutzen et al., 2011). Fiorillo et al. (2012) found that female 
patients were more likely to perceive coercion at admission than male patients 
possibly because they felt more physically vulnerable on acute psychiatric 
wards and tended to report more psychological discomfort than male patients. 
 
1.6.4 Patient Nationality and Ethnicity 
Patients with an immigrant status were significantly more likely to experience 
restraint during admission than patients with a native nationality (Tarsitani et al., 
2013, Knutzen et al., 2011). The authors suggest that this may have been due 
to language barriers between immigrant patients and staff. In a hospital register 
study across all psychiatric admissions in Canton Zurich, Lay et al. (2011) 
reported that involuntary admission was predicted by foreign nationality. 
Norredam et al. (2010) found that male refugees and female immigrants were 
more likely to be admitted involuntarily in comparison to native Danes. Patients 
with refugee and immigrant status were also more likely to experience coercive 
interventions during admission. Various explanations for these findings were 
hypothesised by the authors including language barriers, higher levels of stigma 
in non-national cultures which resulted in delayed help-seeking and a higher 
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prevalence of psychotic disorders and impoverished social networks in non-
national patients (Norredam et al., 2010). Female patients across four 
psychiatric hospitals in London with an ethnicity of “Black” or “White-Other” 
were  significantly more likely to have been involuntarily admitted than female 
patients with an ethnicity of “White” (Lawlor et al., 2012). However, the effect of 
ethnicity on risk of involuntarily admission was substantially reduced when 
pathways into care were controlled for, as female patients with an ethnicity of 
“Black” or “White-Other” were significantly more likely to have been in contact 
with the police prior to admission than female patients with an ethnicity of 
“White” (Lawlor et al., 2012).   
 
1.6.5 Accommodation Status 
Patients who were not living at home were more likely to be involuntarily 
admitted, secluded, restrained and administered medication by force during 
admission (Lay et al., 2011). Patients who did not live in the catchment area of 
the hospital were significantly more likely to be restrained during admission 
(Knutzen et al., 2011). 
 
1.6.6 Education Level 
Lay et al. (2011) reported that an unknown educational level predicted 
involuntary admission.   
 
1.6.7 Satisfaction with Treatment 
Patients who became more satisfied with their treatment between admission 
and one month later perceived less coercion one month after admission 
(Katsakou et al., 2011). Patients who reported less satisfaction with their 
treatment during involuntary admission were more likely to be readmitted 
involuntarily to hospital within one year. This effect remained when other factors 
were controlled for in multivariate analysis (Priebe et al., 2009).  
 
1.6.8 Violence and Aggression 
Hunt et al. (2012) found that 50% (7 out of 14) of patients who were assessed 
to have a higher risk of violence immediately before the admission were 
secluded. However, no multivariate analysis was reported so there may have 
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been other factors that confound the effect of assessed risk immediately before 
admission such as aggression during admission. Taylor et al. (2012) reported 
that patients with a history of aggression during previous admissions were more 
likely to be physically or manually restrained than secluded and more likely to 
experience multiple seclusion or restraint episodes in comparison to none.  
 
1.6.9 Admission History and Length of Stay 
Longer duration of the admission period examined during the reported study 
period was associated with more episodes of restraint and seclusion both with 
and without restraint (Dumais et al., 2011, Knutzen et al., 2011). Patients who 
had been previously admitted to psychiatric hospital for longer periods were 
more likely to be restrained during the admissions examined throughout the 
study period (Knutzen et al., 2011). Number of previous admissions and length 
of stay persisted as predictors of restraint during the current admission when 
other variables such as diagnosis were controlled for in multivariate analysis. 
However, severity of symptoms was not controlled for (Knutzen et al., 2011). 
 
1.6.10 Diagnosis 
Patients with diagnoses of dementia, mental retardation (intellectual disability) 
or Huntington’s disease were more likely to experience a seclusion or restraint 
episode (Taylor et al., 2012). Dumais et al. (2011) reported that patients with a 
diagnosis of schizophrenia or other psychosis, bipolar disorder with severe 
mania and patients with borderline personality disorder who were in crisis were 
most likely to be secluded with or without restraints. Patients with a diagnosis of 
substance misuse, schizophrenia or related psychosis or bipolar affective 
disorder were more likely to be restrained during admission than not (Knutzen 
et al., 2011). Husum et al. (2010) found that patients with a diagnosis of 
schizophrenia or another psychotic disorder are more at risk for forced 
medication possibly because involuntary outpatients were routinely admitted to 
hospital involuntarily to restart discontinued antipsychotic depot medication. 
 
1.6.11Symptoms  
Fiorillo et al. (2012) found that patients who were involuntarily admitted, had 
lower global functioning and more positive symptoms were more likely to 
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perceive coercion at admission. The mean perceived coercion level reduced 
significantly 3 months after discharge and this reduction was associated with a 
corresponding improvement in positive symptoms and global functioning. The 
authors suggest the reduction in perceived coercion may be due to insight 
gained by patients after experiencing clinical improvements and attributing 
those improvements to the coerced treatment. Over activity, aggression, 
hallucinations, delusions and self-harm were also reported as risk factors for 
seclusion and restraint and more accumulated coercive events (Iversen et al., 
2007, Husum et al., 2010). 
 
1.6.12 Ward Characteristics 
De Benedictis et al. (2011) found that the use of seclusion and restraint was 
reliably predicted by whether the treatment location was an intensive care unit 
or emergency department relative to regular psychiatric units.  Husum et al. 
(2010) found that hospitals located in urban areas used seclusion and restraint 
more often than rural areas possibly because urban areas tend to have more 
social problems such as homelessness and patients may be less well known to 
staff. Bowers et al. (2012a) found that better organised acute psychiatric wards 
with greater order and clarity used manual restraint and shows of force less 
often.   
 
1.7 Outcomes of Coercion 
1.7.1 Therapeutic Relationship 
Theodoridou et al. (2012) found that patients who perceived higher levels of 
coercion rated their therapeutic relationship with their clinician significantly more 
negatively. Sheehan and Burns (2011) found that higher levels of perceived 
coercion were associated with a more negative evaluation by the patient of their 
therapeutic relationship with the clinician who they felt was most responsible for 
their admission. The amount of variance in perceived coercion explained by the 
therapeutic alliance rating was partially confounded with the effect of legal 
status, as 48% of voluntary patients and 89% of involuntary patients perceived 
high levels of coercion. In contrast to these findings, Roche et al. (2014) found 
that perceived coercion was not associated with development of a therapeutic 
relationship while Cookson et al. (2012) found that greater perceived coercion 
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was associated with better therapeutic relationships with nursing staff. Roche et 
al. (2014) hypothesised that these contradictory findings may be due to 
differences between assessment times (e.g. five days or four weeks after 
admission) and the therapeutic dyad that was assessed (e.g. nursing staff or 
clinician most responsible for admission) across studies. 
 
1.7.2 Global Functioning 
Georgieva et al. (2012a) found that the mean global functioning scores of all 
patients improved significantly within twenty four hours after experiencing 
different types of coercion including seclusion, forced medication and 
mechanical restraint. Priebe et al. (2011b) found consistently significant 
improvements in global functioning at one month, three months and one year 
after involuntary admission. Opjordsmoen et al. (2010) found consistent 
improvements in functioning at three months and two years after involuntary 
admission but significance tests for the size of improvements were not reported. 
Kjellin and Wallsten (2010) found that accumulated coercive events did not 
predict change in functioning at discharge or after three weeks of care, 
whichever was earliest. 
 
1.7.3 Patient’s Subjective Distress 
Georgieva et al. (2012a) found that there were no differences between patients 
who experienced seclusion only, forced medication only, seclusion and 
medication or seclusion and mechanical restraint according to overall subjective 
distress. Patients who were administered forced medication perceived less 
physical restriction and separation from others than patients who were secluded 
and forcibly medicated or secluded and mechanically restrained.  In one of the 
few randomised controlled trials conducted on coercive interventions, Bergk et 
al. (2011) found no significant difference between patients who were 
mechanically restrained and patients who were secluded in terms of overall 
subjective distress. Patients who were mechanically restrained reported less 
fear than patients who were secluded.  
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1.7.4 Patient’s Subjective Improvement 
Kjellin and Wallsten (2010, p.2) asked patients "Considering your mental 
problems, how do you feel now compared with at the time of admission?” at 
discharge or after three weeks of care, whichever was earliest. Patient answers 
were categorised into subjectively improved (67%) and not improved (33%). 
Different levels of accumulated coercive events did not predict these subjective 
improvement ratings. 
 
1.7.5 Service Engagement  
O'Donoghue et al. (2011) interviewed involuntary patients prior to discharge and 
found that 80% said that they would be willing to engage with psychiatric 
treatment in the future if it was necessary. One year after discharge, 65.4% of 
the same cohort was described as adherent with their outpatient appointments. 
However, the difference between willingness to engage and actual attendance 
at outpatient appointments in the year following discharge may have been 
different than reported as follow up data was obtained for 81% of the original 
cohort only. Physical coercion during the involuntary admission did not predict 
willingness to engage or actual engagement up to one year after discharge. 
 
1.7.6 Symptom Levels 
Georgieva et al. (2012a) found that interpersonal and self-directed aggression, 
insight into illness and uncooperativeness improved after different coercive 
interventions including seclusion, forced medication and physical restraint were 
administered. Significance tests for the improvement sizes were not reported, 
but there were no significant differences according to the type of coercive 
intervention administered. Kallert et al. (2011a) found that symptoms such as 
depression, anxiety, hallucinations and unusual behaviour improved moderately 
at one and again at three months after either involuntary admission or a 
voluntary admission during which the patient perceived a high level of coercion. 
Coercion did not predict these improvements but voluntary patients who 
perceived high levels of coercion had a worse prognosis than involuntary 
patients did.  Huf et al. (2012) found that 81.8% of patients who were 
mechanically restrained and zero patients who were secluded were changed 
from the initially allocated coercive intervention due to general improvement. 
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However, this could be due to limited resources available in the hospital so that 
less restrictive interventions were not available for secluded patients. Priebe et 
al. (2011b) reported that symptoms such as depression, anxiety, hallucinations 
and unusual behaviour improved between admission and three months after 
involuntary admission. Opjordsmoen et al. (2010) reported improvements in 
positive and negative symptoms between admission and three months after 
discharge but statistical tests of improvement size were not reported. 
 
1.7.7 Adverse Events 
Huf et al. (2012) reported that 3.9% of mechanically restrained patients were 
treated with medication for hypertension during mechanical restraint. One 
(1.9%) secluded patient was treated with medication for shoulder pain after an 
X-ray did not indicate any abnormalities. One (1.9%) patient died by suicide 
within 11 days after the seclusion episode. Bergk et al. (2011) reported the 
following adverse events in 6 out of 60 (10%) patients during a seclusion 
episode:   
 
“severe agitation with damage to the seclusion room (N=1), attempted 
suicide (N=1), fracture (N=1) and self-harm (N=3)”. (Bergk et al., 2011, 
p.1315) 
 
Retraumatization was observed in one patient (2.4%) who was mechanically 
restrained and had previously experienced torture. 
 
1.7.8 Quality of Life 
Priebe et al. (2011b) found that subjective quality of life and objective social 
outcomes such as employment, accommodation and socialisation deteriorated 
significantly between involuntary admission and one month after discharge. 
However, subjective quality of life then improved significantly at three months 
and at one year after discharge. Higher levels of perceived coercion in 
involuntary patients predicted better social outcomes one year after discharge. 
The authors hypothesise that this finding may be due to the sense of “realism” 
that is reflected by the perception of coercion during an involuntary admission, 
which is explicitly coercive. This sense of “realism” may inform patient’s 
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capacity to improve their life situation and motivation to avoid further coercive 
admissions.    
 
1.7.9 Time in Restriction 
Huf et al. (2012) found that patients who were mechanically restrained spent 
significantly more time in restriction in comparison to patients who were 
secluded. The average duration for mechanical restraint was 337.6 minutes and 
316.3 minutes for seclusion.  
 
1.7.10 Patient Satisfaction 
Iversen et al. (2007) found that involuntary admission or perceived coercion 
were not significantly associated with patient satisfaction five days after 
admission. However, the accumulated effect of high levels of perceived 
coercion, involuntary legal status, physical or mechanical restraint, forced 
medication and seclusion predicted lower patient satisfaction five days after 
admission. Objective coercion alone (i.e. physical or mechanical restraint, 
forced medication or seclusion) also predicted lower patient satisfaction. No 
individual measures of coercion were associated with satisfaction subscales. 
However, greater accumulated coercive events predicted lower patient 
satisfaction with “staff-patient relationship, […] ward environment, […] the 
treatment programme as a whole [and] subjective treatment outcome” (Iversen 
et al, 2007, p.508). Huf et al. (2012) found that 42.2% of mechanically 
restrained patients were not satisfied with the restraint episode in comparison to 
27.7% of secluded patients. These differences were statistically significant.   
 
1.8 Patient Perspectives on Coercion  
In order to determine what type of coercive interventions resulted in the 
perception of coercion by patients, Lidz et al. (1998) interviewed patients, their 
admitting clinician and a collateral case, which was often a family member. 
Based on assimilating and cross checking the reports of all three informants, 
the researchers decided whether the patient was objectively exposed to any of 
nine different types of coercion. After conducting multivariate analysis, the 
authors determined that the following forms of coercion resulted in a perception 
of coercion by the patient during psychiatric admission: physical force, threats, 
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giving orders, deception and shows of force. The following coercive 
interventions did not result in a perception of coercion by the patient: 
persuasion, inducement and asking for a preference.  
Outlaw and Lowery (1994) conducted qualitative interviews with patients and 
staff to establish the self-reported reasons for the use of seclusion and restraint 
on a psychiatric ward. Of the 84 patients interviewed, 34.5% referred to a 
specific event as a cause of the coercive episode and said that coercion would 
be an expected outcome. (E.g. “If they hadn’t held me down, I would have gone 
out of control and hurt somebody”(Outlaw and Lowery, 1994, p.73)) A total of 
14.3% of patients referred to a specific event on the ward but said that coercion 
was not necessarily an expected outcome (E.g. “I hit him but I was only 
protecting myself” (Outlaw and Lowery, 1994, p.73)). A total of 13.1% said that 
the coercive event was due to the staff’s responsibility. A total of 23.8% stated 
causes that implicated positive psychotic symptoms. A total of 11.9% of patients 
said that the causes were unrelated to their behaviour (E.g. “I didn’t do 
anything”(Outlaw and Lowery, 1994, p.73)). A total of 2.4% of patients stated 
that they did not know the cause (Outlaw and Lowery, 1994).  
Meehan and colleagues conducted qualitative interviews with twelve patients on 
acute psychiatric wards within seven days after they had been secluded to elicit 
their subjective experiences of seclusion. While most patients acknowledged 
that seclusion was sometimes necessary to prevent harm, they said that the 
use of seclusion was inappropriate in their case. For example “I left for a few 
hours to do things at home and when I came back they locked me up” (Meehan 
et al., 2000, p.372). Patients said the length of time appeared to be arbitrary 
and based on convenience to staff. Patients reported a strong emotional impact 
of the seclusion, with many feeling angry before, during and after the episode. 
Patients also reported a strong and enduring sense of powerlessness and 
humiliation, especially when female patients were stripped of clothes and 
personal property. Patients reported a considerable  amount of sensory 
deprivation and said that the isolation from outside stimulus and people was 
upsetting and added to their level of distress.  
Sibitz et al. (2011) conducted qualitative interviews with 15 patients with 
experience of involuntary admission. Patients had three distinct styles of 
integrating their experience of involuntary admission into their life story. Some 
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participants thought of the experience as “over, not be be recalled” (Sibitz et al., 
2011, p.239). For example, one patient said: 
 
“I don’t want to talk about or remember it, and when I realise in a 
dialogue that the other person is affected as well and might find it 
burdensome, then it is even worse... usually I don’t think about it any 
more because I don’t want to remember, same with regular psychiatric 
hospitalisations.” (Sibitz et al., 2011, p.241) 
 
Other patients integrated it as a “life-changing experience”. For example: 
 
“Well, I must say, that all that [coercion] impacts the length of treatment, 
the amount of drugs, then the illness can be pushed, aggravated, the 
dose of drugs gets higher if you have to deal with injustices in hospital… 
if they don’t believe you then the subsequent depression is deeper, you 
get into work more slowly, you get into recovery more slowly… the 
traumatic experiences can contribute to a chronic state [of illness].” 
(Sibitz et al., 2011, p.242) 
 
Others regarded the involuntary admission as “motivation for political 
engagement”. For example: 
 
“I said, ‘‘somewhere down the road, I will publicly take them to court’’ 
...all of the hospitals, some of the doctors who treated me against my will 
and didn’t want to hear me … not to seek revenge but to draw attention 
to this issue and in light of the future for many other psychiatric users, 
who could experience the same thing, not being heard like I was.” (Sibitz 
et al., 2011, p.242) 
 
Priebe et al. (2010) examined the views of patients after involuntary psychiatric 
admission across 11 European countries. To examine patient’s retrospective 
view on the involuntary admission, patients were asked, “‘Today, do you find it 
right or wrong that you were admitted to hospital?”  Between 39-71% of patients 
at one month and between 46-86% at three months after discharge thought the 
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admission was right depending on country. Male gender and living with others 
predicted thinking the admission was right. A diagnosis of schizophrenia 
predicted thinking the admission was not right. The authors proposed various 
explanations for the substantial variation across countries including differences 
in mental health legislation, the extent to which the legislation protects the rights 
and interests of patients, clinical practice and health care expenditure. 
Johnson conducted qualitative interviews with ten psychiatric patients who had 
been restrained with leather restraints and sometimes secluded. The main 
theme reported was power and powerlessness. Patients were restrained when 
they contravened rules of the unit. Patients reported that not being 
communicated with and isolated from others during the restraint and seclusion 
episodes as distressing. Some found the restraint and seclusion experience 
distressing because they thought they might have a heart attack. Others 
reported that they felt dehumanised, vulnerable and powerless. 
Gallop et al. (1999) conducted qualitative interviews with ten female patients 
who were restrained and administered medication by force during psychiatric 
admission. As the authors intended to explore the hypothesis that coercion can 
be retruamatising for people who have experienced abuse, all patients were 
recruited to the study on the basis that they also reported a history of childhood 
sexual abuse. While the qualitative design did not permit any direct evidence 
that coercion is more traumatic for patients with self-reported histories of abuse, 
one patient stated:  
 
“Oh no. Oh no! If they’d asked me, ‘‘Well, do you want restraints or do 
you want someone like me to spend the rest of the evening with,’’ I’d say 
,‘‘I’d rather spend the evening talking… I don’t want to be tied down and 
left… My earliest memories in my childhood, either I was totally ignored 
or abused, physically and sexually’’ (Gallop et al., 1999, p.409) 
 
Other patients said that they were discouraged from discussing their histories of 
sexual abuse during facilitated interaction groups because the other patients 
may have found the material distressing. Some patients thought that some 
clinicians did not believe their accounts of abuse. 
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1.9 Coercion and Security Personnel in Psychiatric Units 
Previous research has examined the involvement of security personnel in 
psychiatric care. For example, a participatory action research study conducted 
in an acute inpatient ward of a general hospital in Australia in 2000/2001 found 
that over a period of 151 days security personnel were involved in 101 incidents 
which were described as ‘psychiatric’ in an internal audit of the hospital (O'Brien 
and Cole, 2004). One patient reported that: 
 
“They (took me to the) seclusion room and they threw me on the bed. 
The security guard held me by the neck and the nurse pulled my pants 
down and injected me with some drug which I don’t know what it was – I 
don’t know the name of the drug but I was unconscious for 12–16 hours. 
I (know) I reacted wrongly to this other nurse. I think I did need 
medication but I was never asked” (O'Brien and Cole, 2004, p.94) 
 
The researchers confirmed that security staff were involved in restraining 
patients for the purposes of seclusion and forced medication during the study 
period (O'Brien and Cole, 2004). This type of involvement of security personnel 
in psychiatric care highlights important issues within the broader context of 
coercive treatment as follows: 
 
1.9.1 Human Rights 
The use of security personnel in addition to other security measures in 
psychiatric care challenges service providers to maintain safe ward 
environments while protecting the human rights of individual patients and staff 
(Bowers et al., 2002). For example, Article 3 of the U.N. Universal declaration of 
Human Rights states that “Everyone has the right to life, liberty and security of 
person” (United Nations, 1948). Accordingly, the use of security personnel in 
psychiatric care needs to balance staff and patient’s rights to autonomy and 
physical safety. Article 5 states that “No one shall be subjected to torture or to 
cruel, inhuman or degrading treatment or punishment” (United Nations, 1948). A 
report by the U.N. Special Rapporteur on torture and other cruel, inhuman or 
degrading treatment or punishment has indicated that “any restraint on people 
with mental disabilities for even a short period of time may constitute torture and 
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ill-treatment” (Méndez, 2013, p.142). Therefore, the use of physical force by 
security officers in psychiatric care at least has the potential to breach Article 5 
under the declaration, especially if they are untrained in the management of 
mental illness as has been previously reported (Bowers et al., 2012a).  
 
1.9.2 Workplace Violence 
Workplace violence has been defined as “incidents where staff are abused, 
threatened or assaulted in circumstances related to their work, including 
commuting to and from work, involving an explicit or implicit challenge to their 
safety, well-being or health” (Joint Programme on Workplace Violence in the 
Health Sector, 2002, p.3). Security personnel have used physical force in 
psychiatric care for the purposes of managing workplace violence. For example, 
after a visit to Ireland the European Committee for the Prevention of Torture and 
Inhuman or Degrading Treatment or Punishment reported a significant level of 
violence in St. Brendan’s and St. Ita’s psychiatric hospitals (European 
Committee for the Prevention of Torture and Inhuman or Degrading Treatment 
or Punishment (CPT), 2011). The report stated that in St. Brendan’s hospital 
“the death by strangulation of a staff member by a female patient with a billiard 
cue was only avoided by a last minute intervention by the security officer” 
(European Committee for the Prevention of Torture and Inhuman or Degrading 
Treatment or Punishment (CPT), 2011, p.62). 
 
1.9.3 The Sociology of Deviance 
The sociological concept of deviance refers to “any thought, feeling or action 
that members of a social group judge to be a violation of their values or rules” 
(Obaro, 2013, p.392). Primary deviance refers to “any general deviance before 
the deviant is labelled as such” and secondary deviance refers to “any action 
that takes place after primary deviance as a reaction to the institutional 
identification of the person as a deviant” (Obaro, 2013, p.394). Labelling theory 
refers to the idea that people with an identifiable deviant label eventually act 
according to the social expectations of that deviant label. According to this 
theory, an individual is labelled not only through the medium of language but 
also “out of the ways in which other persons act toward the person with regard 
to the thing - their actions operate to define the thing for the person” (Berg, 
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2007, p.8). This process of labelling is an example of symbolic interactionism as 
it “sees meanings as social products formed through activities of people 
interacting” (Berg, 2007, p.8). An ethnographic study conducted in a mental 
health unit of a public hospital in South Australia between 2009 and 2010 found 
that  deviant behaviour exhibited by patients such as verbal abuse or shouting 
was often precipitated by control exerted over patients by security personnel in 
relation to rules about prohibited belongings on the ward (Due et al., 2012). This 
aggression could be conceptualised in sociological terms as secondary 
deviance resulting from the labelling of patients through a process of symbolic 
interactionism such as the creation and enforcement of unit rules about 
prohibited belongings. If this theory is correct, then a practical implication would 
be for services to introduce alternative ways of maintaining safety in the ward 
environment that do not precipitate aggression. For example, Due et al. 
recommend the use of CCTV on wards as an alternative to overt surveillance by 
security personnel because CCTV cameras:  
 
“did not appear to upset patients or motivate them to spend time in 
spaces that were less directly in the view of such cameras. As such, we 
would argue that focusing on forms of surveillance which patients are 
passive about (such as CCTV monitoring) is likely to ensure that both 
staff and patients are kept safe—and indeed feel safe—and that this has 
the potential to result in [a reduction in] aggressive or violent incidents 
engendered by forms of direct  control” (Due et al., 2012, p.301)    
 
1.9.4 Medico-Legal Ethics 
Almost two decades ago  mental health legislation was described as a “harmful 
anachronism” (Szmukler and Holloway, 1998) because it was traditionally 
based on the “need to protect an impaired individual from risk to themselves or 
others” (Burns, 2011, p.176). More recent developments within medico-legal 
ethics have shifted from this needs-based focus to a more capacity-based 
framework. The main argument for this shift was that treating mental disorders 
differently to other medical disorders could be stigmatising and unjustifiably 
discriminatory (Burns, 2011). This shift in emphasis challenges the 
indiscriminate use of security personnel in psychiatric care especially when 
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untrained security personnel are involved in restraint of a patient in the acute 
phase of a mental disorder. 
 
1.9.5 Risk Management 
A policy document by the Health Service Executive on risk management 
outlined categories to assist with the identification, analysis, evaluation and 
treatment of risk across all services (Quality and Patient Safety Directorate, 
2011). The use of security personnel in psychiatric care could represent a risk 
according to a number of these categories. For example, the “staff” category 
specified the importance of “appropriate training of staff” (Quality and Patient 
Safety Directorate, 2011, p.12) and previous authors have stated that security 
personnel may “not have specialist expertise or training in the recognition and 
management of patients with mental illness” (Bowers et al., 2012a, p.38). In 
addition, the use of poorly trained security guards in healthcare settings has 
been previously expressed as a concern by an expert review of a report on 
restraint related deaths in UK state custody (Aiken et al., 2011).  
 
1.9.6 Disparities between Evidence, Policy and Practice 
A small number of studies have reported on the prevalence and activities of 
security personnel in psychiatric care. To date, high quality research designs 
have not been used to investigate outcomes of involving security personnel in 
psychiatric care or comparing different types of risk management interventions 
with the employment of security personnel. In addition to this need for high 
quality evidence, there is also a need for policies about the use of security 
personnel in psychiatric care and all other healthcare contexts in Ireland. This 
need was previously emphasised by a health service executive report on the 
topic of safety and security in health care settings (McKenna K., 2008). Given 
these deficits in evidence and policy, there is currently little or no empirical 
justification for the use of security personnel in psychiatric wards. 
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1.10 Thesis Rationale 
1.10.1 Four thesis studies 
I present the data collection period and a brief description of the four studies of 
this thesis in table number 1.0 for clarity. 
 
Table 1.0 : Data collection period and brief description of the four studies 
presented in this thesis 
Study 
number 
Brief description of study Data collection 
period 
One Analysis of baseline data from observational 
cohort study to determine associations and 
predictors of accumulated coercive events 
experienced by 162 patients during admission  
May 2010 to June 
2011 
Two  Analysis of baseline and follow up data from 
observational cohort study to determine the 
impact of accumulated coercive events during 
admission on outcomes of 102 patients one 
year after discharge 
Baseline: May 2010 
to June 2011 
Follow up: May 2011 
to August 2012 
Three Thematic analysis of qualitative interviews on 
the topic of pressure in mental health 
treatment with a group of 27 patients who 
completed both the baseline and follow up 
assessments in the observational cohort study  
June 2012 to 
September 2013 
Four Content analysis of 349 inspection reports on 
the topic of security personnel in Irish 
psychiatric hospitals 
September 2013 
 
1.10.2 Theoretical Framework 
The theoretical framework of this thesis is “Welfarsim” which, in the context of 
mental health law, refers to the ideological assumption that it is sometimes 
necessary for the state to intervene when citizens pose a risk to themselves or 
others due to a mental disorder (Brown, 2009). According to this theoretical 
framework, the examination of predictors, outcomes, patient perspectives and 
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the use of security personnel in psychiatric care is a legitimate and worthwhile 
project because it can lead to improved legislation, social policy, service 
delivery and clinical decision making within mental health services. A 
contrasting theoretical framework would be “Civil Libertarianism” which, in the 
context of mental health law, refers to the ideological assumption that if mental 
illness exists then citizens should be free to make their own decisions about 
their mental health treatment without state intervention (Brown, 2009).  
 
1.10.3 Study Design 
I have chosen mixed methods as the study design of this thesis due to the 
complex and multi-faceted nature of the research topic. Mixed methods 
combines both qualitative and quantitative methodologies “so that the overall 
strength of a study is greater than either qualitative or quantitative research” 
(Creswell, 2009, p.4). In research about coercion, a potential limitation of 
quantitative methodologies is that they risk imposing fixed ideas about what is 
coercive and the nature of coercion on the research participants. A potential 
strength of quantitative methodologies in research about coercion is that they 
draw on multiple sources of information such as clinical records and 
assessments in addition to the patient’s perspective and memory. A potential 
limitation of qualitative studies in research about coercion is that they are based 
on non-probability sampling so it is difficult if not impossible to generalise 
results. A potential strength of qualitative studies involving semi-structured 
interviews with patients in research about coercion is that they produce thick 
descriptive narrative accounts by individuals based on their experience of the 
research topic and this can lead to new hypotheses that can be tested with 
quantitative methods. In addition, qualitative content analysis can yield valuable 
new knowledge about under-researched topics. Combining both qualitative and 
quantitative approaches can help offset the limitations and complement the 
strengths of each.  
 
1.10.4 Integration across studies 
I base my integration of studies on a conceptual framework outlined by Fetters 
et al. (2013) for health services research which operates across three levels: 
study design, methodology and interpretation and reporting. I describe my 
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integration techniques and practices at the level of study design here. Then I 
describe my integration process at the level of methodology in the methodology 
chapter (Chapter two, mainly in section 2.0). Finally, I describe my integration 
techniques at the level of interpretation and reporting in the results chapters 
(chapters three, four and five, mainly in sections 3.0, 4.0 and 5.0) and general 
discussion (chapter six, sections 6.0 and 6.2). In mixed method studies, a 
multistage framework includes “multiple stages of data collection that may 
include various combinations of exploratory, sequential, explanatory sequential 
and convergent approaches” (Fetters et al., 2013, p. 2137). Alternative 
frameworks include a case study in which “qualitative and quantitative data are 
collected to build a comprehensive understanding of a case” (Fetters et al., 
2013, p. 2138). I chose the multistage mixed methods framework over other 
options as I determined that it had the best balance between capacity to answer 
my research questions and practical feasibility. In addition, this thesis involved a 
longitudinal design and this design often necessitates a multistage framework in 
health services research (Fetters et al., 2013). Sequential designs “have one 
phase of the mixed methods study build on the other” and convergent designs 
“merge the phases in order that the quantitative and qualitative results can be 
compared” (Fetters et al., 2013, p. 2136). The relationship between the 
observational cohort and qualitative designs (studies one, two and three) was 
based on an explanatory sequential design as the baseline quantitative data 
was collected first, the follow up second and the qualitative data collection 
began shortly before the end of follow up data collection. The design of the 
qualitative data collection was partially based on ideas formulated during the 
quantitative data phase. I also chose a convergent design and used both 
interactive and parallel approaches to data collection and analysis. An 
interactive approach occurs when “data collection and analysis drives changes 
in the data collection procedures” (Fetters et al., 2013, p.2137). An interactive 
approach is evident in the link between study three and study four, as I 
developed specific ideas based on the data produced in study three, which 
informed the design of study four. I discuss this further in chapter five, section 
5.0. A parallel approach occurs when “quantitative data collection occurs in 
parallel and analysis for integration begins well after the data collection process 
has proceeded or has been completed” (Fetters et al., 2013, p. 2137). This 
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approach was evident in the relationship between study two and study three as 
the data collection overlapped. In addition, I conducted the analysis of studies 
two and three separately and integrated them after the individual analysis was 
completed.  
 
1.10.5 Study One: Baseline Data 
1.10.5.1 Knowledge Gap 
To date, only two published studies have reported on the impact of accumulated 
coercive events during admission. Kjellin and Wallsten (2010) did not examine 
predictors of accumulated coercive events. Iversen et al. (2007) reported that 
patients who experienced one coercive event had significantly more psychiatric 
symptoms as measured by the brief psychiatric rating scale than patients who 
experienced no coercive events. In addition, Iversen et al. (2007) reported a 
non-significant trend towards poorer global functioning in patients who 
experienced more coercive events. The limitations of this study were that the 
significance tests were not adjusted for multiple testing error, the accumulated 
coercive events scores were grouped into four categories rather than treated as 
a continuous variable, there was a small sample size of 92 and other possible 
confounding variables such as insight were not controlled for in a multivariate 
model.  
 
1.10.5.2 What others hypothesise 
Similar to the reported associations with accumulated coercive events, previous 
authors have found that greater perceived coercion was associated with poorer 
global functioning and more severe positive symptoms on the brief psychiatric 
rating subscale (Fiorillo et al., 2011). In addition, more severe hallucinations and 
delusions have been associated with increased risk of seclusion (Husum et al., 
2010). Fiorillo et al. (2011) hypothesise that poorer functioning predicted higher 
perceived coercion because patients with higher functioning may be more 
willing to be treated so that they can recover their premorbid functioning level. 
The authors also hypothesise that patients with more severe positive symptoms 
may perceive higher levels of coercion because the ward environment may 
exacerbate the “reasoning bias” and “tendency towards externalisation” which 
could result in a particularly intense perception of coercion. However, a 
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limitation of this study is that it did not control for the total accumulated effect of 
coercive events. 
 
1.10.5.3 What I hypothesise 
Following from the previous hypotheses, the hypothesis that I am testing in this 
study is that more severe positive symptoms and poorer global functioning 
predict more accumulated coercive events during psychiatric admission. 
 
1.10.5.4 Research Aim 
To describe the level of accumulated coercive events during psychiatric 
admission and associated characteristics. 
 
1.10.5.5 Research Objectives  
 To describe the sample in terms of demographic and clinical 
characteristics during psychiatric admission 
 To describe the level of perceived coercion, involuntary admission, 
seclusion, forced medication and physical restraint during psychiatric 
admission 
 To determine the level of accumulated coercive events and associated 
characteristics 
 
1.10.5.6 Research Question 
The main research question of this study is: 
 
“What clinical and demographic characteristics determine the level of 
accumulated coercive events experienced by patients during psychiatric 
admission?” 
 
1.10.5.7 Method 
The baseline component of an observational cohort design across three 
psychiatric hospitals was used to test the research hypotheses. A large battery 
of questionnaires and clinical assessments were administered to inpatients 
during psychiatric admission. Information about coercive interventions 
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experienced by each patient was also obtained from clinical files. I describe this 
methodology in further detail in chapter two.  
 
1.10.6 Study Two: Baseline and Follow Up Data 
1.10.6.1 Knowledge Gap 
Previous research found that accumulated coercive events during psychiatric 
admission did not predict global functioning at discharge or after three weeks of 
care, whichever was earliest (Kjellin and Wallsten, 2010). However, 
accumulated coercive events did predict lower patient satisfaction five days 
after admission (Iversen et al., 2007). To date, the longest reported period on 
the impact of accumulated coercive events has been three weeks after 
admission. No studies have reported on the outcomes of accumulated coercive 
events up to one year. 
 
1.10.6.2 What others hypothesise 
Previous studies have found that perceived coercion during involuntary 
admission predicted improved objective quality of life one year after discharge 
(Priebe et al., 2011a). The authors hypothesised that this may be because 
patients who perceived higher levels of coercion during their involuntary 
admission may have been more motivated to improve their life situation in order 
to avoid subsequent readmissions, thus improving their objective quality of life 
score. Another study found that voluntary patients who perceived high levels of 
coercion had a worse prognosis than involuntary patients did at one and three 
months after discharge. The authors hypothesised that this may have been due 
to the damaging effect of perceived coercion on treatment motivation and 
therapeutic relationships. In addition, the authors hypothesised that voluntary 
patients who perceived high levels of coercion might have also experienced 
lower levels of procedural justice because coercion tends to be administered 
informally in voluntary admission, rather than through more transparent legal 
protocols as it is in involuntary admission. While both of these studies examined 
the longer-term outcomes of coercion, a possible limitation of both is that they 
only compared legal status and perceived coercion rather than the accumulated 
amount of all coercive events experienced by the patient during their admission. 
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1.10.6.3 What I hypothesise 
Following from the previous hypotheses, the hypotheses that I will test in this 
study are: 
 Higher levels of accumulated coercive events during psychiatric 
admission predict a deterioration in patient-rated therapeutic alliance 
between the patient and their responsible consultant psychiatrist in 
between admission and one year after discharge 
 Higher levels of accumulated coercive events during psychiatric 
admission predict more inpatient days in between admission and one 
year after discharge 
 Higher levels of accumulated coercive events during psychiatric 
admission predict worse clinician-rated service engagement one year 
after discharge. 
 Higher levels of accumulated coercive events during psychiatric 
admission predict improved global functioning one year after discharge 
 Higher levels of accumulated coercive events during psychiatric 
admission predict improved objective social outcomes one year after 
discharge 
 Higher levels of accumulated coercive events during psychiatric 
admission predict higher levels of subjective quality of life one year after 
discharge 
 
1.10.6.4 Research Aim 
The overall research aim is to examine the impact of accumulated coercive 
events during psychiatric admission on outcomes up to one year after 
discharge. 
 
1.10.6.5 Research Objectives  
The objectives are to determine: 
 The amount of change in patient-rated therapeutic alliance between the 
patient and their responsible consultant psychiatrist in between 
admission and one year after discharge and associated patient 
characteristics during admission 
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 The number of inpatient days in between admission and one year after 
discharge and associated patient characteristics during admission 
 The level of clinician-rated service engagement one year after discharge 
and associated patient characteristics during admission 
 The amount of change in global functioning between admission and one 
year after discharge and associated patient characteristics during 
admission 
 The amount of change in objective social outcomes between admission 
and one year after discharge and associated patient characteristics 
during admission 
 The level of subjective quality of life one year after discharge and 
associated patient characteristics during admission 
 Whether accumulated coercive events during admission are associated 
with any of these outcomes 
 
1.10.6.6 Research Questions 
My main research question is: 
 
“What is the impact of accumulated coercive events during admission on 
different outcomes up to one year after discharge?” 
 
1.10.6.7 Method 
The longitudinal component of a observational cohort design across three 
psychiatric hospitals was used to test the research hypotheses. Data was 
collected at baseline during admission and again at follow up one year after 
discharge. I describe the method of this study in further detail in chapter two. 
 
1.10.7 Study Three Qualitative Data: Service User Perspectives 
1.10.7.1 Knowledge Gap 
Previous research has investigated patient’s perspectives on specific types of 
coercion (Lidz et al., 1998, Johnson, 1998). These studies interviewed patients 
by asking them about specific coercive experiences that had been determined 
by the researchers prior to the interview. A possible limitation of this research is 
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that the list of specific coercive interventions pre-determined by the researchers 
may exclude other contexts in which coercion was experienced by the patients. 
A patient-generated description of coercion may be different to currently 
available descriptions  of coercion in the literature. Asking patients for their 
perspectives on coercion in this way could yield valuable new knowledge. 
 
1.10.7.2 Research Aim 
To provide a thick description of patient perspectives on their experience of 
pressure throughout mental health treatment.  
 
1.10.7.3 Research Objectives  
To describe: 
 How patients experience pressure in their mental health treatment 
 How patients conceptualise the ethics of the use of pressure on mental 
health service users  
 
1.10.7.4 Research Questions 
My main research questions are: 
 What contexts do participants experience as pressurised in their mental 
health treatment? 
 How do participants conceptualise pressure? 
 How do participants experience pressurised contexts? 
 How do participants experience their relationship with the people who are 
involved in the pressurised contexts? 
 How do these experiences inform the participants’ service user identity? 
 How do participants conceptualise the necessity, benefit, harm and 
justice of pressure? 
 Depending on their ethical position, how do participants think the use of 
pressure could be reduced, replaced, prevented and/or otherwise 
improved in clinical mental health practice? 
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1.10.7.5 Method 
I chose a thematic analysis of qualitative interviews with a small group of 
patients from the observational cohort design as the method of this study. I 
describe the method of this study in further detail in chapter two. 
 
1.10.8 Study Four: Security Personnel in Irish Psychiatric Hospitals 
1.10.8.1 Knowledge Gap 
A survey conducted in 37 acute admission public and private psychiatric wards 
in the Republic of Ireland in 2002/2003 found that there was a security guard 
stationed at the entrance to the unit in 4 out of 37 (11%) wards and 18 out of 37 
(49%) had access to security personnel at all times (Cowman and Bowers, 
2009). No other studies have reported on the use of security personnel in Irish 
psychiatric care. Accordingly, information about the change in the level of 
involvement of security personnel in Irish psychiatric care over time is unknown. 
In addition, no information has been reported in the academic literature about 
the employment details, specified role functions, level of training or activities of 
security personnel in psychiatric hospitals in the Republic of Ireland.  
 
1.10.8.2 What others hypothesise 
Bowers et al. hypothesised that security personnel do “not have specialist 
expertise or training in the recognition and management of patients with mental 
illness” (2012a, p.38). McKenna hypothesised that there was a perceived 
increase in the number of security personnel present in health services 
including psychiatric hospitals and that there was a general lack of clarity about 
the role function of security personnel within diverse service settings (2008). 
 
1.10.8.3 What I hypothesise 
Following from the previous hypotheses, the hypotheses that I will test in this 
study are: 
 There was a statistically significant increase in the number of security 
personnel noted in inspection reports of psychiatric hospitals between 
the years 2008-2012 
71 
 
 Deficits in the training of security personnel is evident in inspection 
reports 
 The role function of security personnel is inconsistent across psychiatric 
units 
 
1.10.8.4 Research Aim 
I aim to describe the involvement of security personnel in psychiatric care 
according to inspection reports of approved centres in the Republic of Ireland 
between the years 2008-2012. 
 
1.10.8.5 Research Objectives  
The objectives are to: 
 Describe the number of approved centres per year in which I observed 
comments about the presence of security personnel in published reports 
of inspections conducted from 2008-2012 
 Report the main themes of all text relating to security personnel 
published in these inspection reports 
 
1.10.8.6 Research Questions  
My general research question for this study is: 
 
“To what extent and how were security personnel described in reports of 
inspections of approved centres conducted in the Republic of Ireland 
from 2008-2012?” 
 
1.10.8.7 Method 
The method I used for this study was a content analysis of all 349 inspection 
reports published between 2008 and 2012. I describe the method of this study 
in further detail in chapter two. 
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Chapter Two: Methodology 
2.0 Overview 
In the previous introduction chapter, I presented the topic of coercion to 
facilitate understanding. I showed that a broad definition of coercion can include 
a variety of activities ranging from persuasion to involuntary admission. I then 
introduced the four main themes of the thesis in relation to coercion with a 
literature review: associations and predictors, outcomes, patient perspectives 
and the use of security personnel in psychiatric hospitals. Finally, I outlined the 
rationale for the four key studies based on a mixed methods design. In the first 
study, I aim to determine predictors and associations of coercion from baseline 
data of the observational cohort study. In the second study, I aim to determine 
the impact of coercion during admission on outcomes one year after discharge 
from the analysis of baseline and follow-up data from the same observational 
cohort study as study one. In the third study, I aim to elucidate patient 
perspectives on coercion by conducting a thematic analysis of qualitative 
interviews with a small number of participants who completed study one and 
two. In study four, I aim to explore data from study three further by conducting a 
content analysis of inspection reports on the topic of security personnel.  
As I outlined the background, main themes and rationale for the thesis studies 
in the previous introduction chapter, I describe how specifically I conducted the 
four thesis studies in this chapter. The aim of this chapter is to present enough 
detail to provide context for the results and facilitate replication of the studies. I 
focus exclusively on methodology by explicating the practical techniques of my 
research activity and the assumptions underlying my general research 
approach. I also discuss researcher characteristics and reflexive awareness.  
Accordingly, I present the method of each design separately in this chapter in 
chronological order from the earliest to latest time of data collection. I begin by 
describing the method of the observational cohort design which refers to study 
one and two of this thesis. I then describe the methods of the qualitative 
interviews (study three) and content analysis (study four). I provide further detail 
about integration, time and structure in the overview sections at the beginning of 
each design. 
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2.1 Method of Study One and Study Two: Observational Cohort Design  
2.1.1 Overview of Observational Cohort Design Methodology 
In studies one and two of this thesis I used an observational cohort design to 
collect patient data during admission from May 2010 to June 2011 and one year 
after discharge from May 2011 to August 2012. Fetters et al. (2013) state that at 
the level of method in mixed method designs, “integration through connecting 
occurs when one type of data links with the other through the sampling frame” 
(Fetters et al., 2013, p. 2139). Alternative integration techniques at the level of 
method include embedding which occurs when “data collection and analysis are 
being linked at multiple points” (Fetters et al., 2013, p. 2141). I chose integration 
through connecting over other options because I decided that it was the most 
appropriate integration method for my research aims. Specifically, I aimed to 
determine the associations and predictors of accumulated coercive events 
during inpatient admission and follow up the same sample of patients one year 
after discharge to examine relationships between the accumulated coercive 
events during admission and outcomes one year after discharge. Therefore 
connecting was the most appropriate integration technique at the level of 
method because it was necessary to maintain the same sampling frame to 
address my research aims.  
In this section of the methodology chapter I describe how I conducted the 
observational cohort component of my thesis, which includes study one and 
study two of my overall thesis. I begin by describing the observational cohort 
study design. Next, I describe the legislative context and sites at which the 
research was conducted. I then describe the selection and recruitment process 
in terms of sample size, inclusion/exclusion criteria, interview times and dates 
and procedure. Next, I describe the data collectors and data collection methods 
and instruments. I then discuss the main ethical issues relevant to this study. I 
conclude the chapter with a description of my data screening and statistical 
methodology. 
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2.2 Study Design 
The study design that I chose to test the hypotheses of my thesis was an 
observational cohort study. Previous authors have further described 
observational cohort studies with terms such as “prospective”, “retrospective”, 
“concurrent” or “historical”. However, the “Strengthening the Reporting of 
Observational studies in Epidemiology” (STROBE) guidelines have 
recommended not using these terms due to inconsistent definitions across the 
literature (Vandenbroucke et al., 2014). 
We designed the baseline period of this study as a controlled trial with 
approximately equal numbers of involuntary and voluntary patients randomly 
assigned to being invited to participate in the study by members of the research 
team who described themselves to patients as service user or clinical 
researchers. Our first objective was to determine whether participants would 
give different accounts of their perception of coercion during admission to 
service user or clinical researchers. Our second objective was to determine if 
the rate of patients consenting to participate in the study would differ according 
to whether the patient was invited to participate by a service user or clinical 
researcher. We reported the results of our controlled trial in an academic journal 
during my PhD programme (O'Donoghue et al., 2013; See Appendix 35)   
 
2.3 Legislative Context 
In the Republic of Ireland, individuals who fulfil specific criteria can be detained 
involuntarily in approved centres under the Mental Health Act, 2001 
(Government of Ireland, 2001). Voluntarily admitted patients who attempt to 
leave hospital despite strong concerns regarding either their mental state or 
safety can be detained in approved centres for up to 24 hours to allow for a 
mental health examination by two consultant psychiatrists. While physical 
restraint, forced medication and/or seclusion can be applied to voluntarily 
admitted patients, the legal admission status of such patients is likely to be 
changed to involuntary. 
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2.4 Baseline Study Sites 
2.4.1 Explanation of choice of three hospital sample 
Our choice of the three hospital sample was based on convenience sampling 
which has been previously defined as when “participants who [meet] the 
inclusion criteria [are] selected from a certain group in a certain context” 
(Soininen et al, 2014, p.8). A previous systematic review of methodological and 
ethical challenges of studies examining perceived coercion in psychiatry found 
that only 59% (19 out of 32) of studies reported their recruitment process and 
74% (14 out of 19) of those used convenience sampling (Soininen et al, 2014). 
The systematic review did not comment on the number of studies that explained 
the rationale for selection of study sites. However, another study investigating 
the reasons for selection of clinical trial sites across Europe found that the 
choice of study site was often informed by pragmatic factors including ability to 
recruit patients, administrative burden, costs associated with regulatory 
environment and history of research project completion (Gehring et al., 2013). 
This is consistent with the rationale for our choice of the three hospital sample 
as members of the research team had various links to the study sites such as 
employment contracts, funding awards, scholarships and clinical training 
schemes that ultimately facilitated access to a pool of eligible patients. The 
disadvantage of this approach is that our three hospital sample may have 
unique characteristics that do not represent all approved centres in the Republic 
of Ireland. The advantages of this sampling approach were that we met various 
requirements necessary to gain access to both involuntarily and voluntarily 
admitted psychiatric inpatients. 
 
2.4.2 Newcastle Hospital  
Newcastle Hospital is a psychiatric hospital located in Greystones, County 
Wicklow. The hospital received referrals from the East Wicklow Mental Health 
Service. The catchment area had an estimated urban and rural population of 
109,202 (Inspector of Mental Health Services, 2010b). The executive catchment 
area included East Wicklow, Dun Laoghaire, and Dublin South East including 
the Drug Treatment Centre Board. The hospital contained two wards with 52 
beds (Inspector of Mental Health Services, 2011b).  
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2.4.3 St. John of God Hospital 
St. John of God Hospital is a psychiatric hospital located in Stillorgan, County 
Dublin. The hospital received referrals from the Cluain Mhuire/Dun Laoghaire 
catchment area and nationally across the Republic of Ireland. The Cluain 
Mhuire Mental Health Service had an estimated catchment area of 
approximately 172,332 (Inspector of Mental Health Services, 2010b). The 
hospital contained eight wards with 183 beds (Inspector of Mental Health 
Services, 2010a). 
 
2.4.4 St. Vincent’s University Hospital 
St. Vincent’s University Hospital is a general teaching hospital located in Elm 
Park, South Dublin. The Elm Mount psychiatric unit received referrals from the 
Dublin South East mental health service, which covers a catchment area of 
approximately 90,573 (Inspector of Mental Health Services, 2010b). The 
hospital contained three psychiatric wards with 39 beds (Inspector of Mental 
Health Services, 2011a).  
 
2.5 Follow up Study Sites 
The follow up interviews were conducted in outpatient clinics associated with 
each hospital.  
 
2.6 Selection and Recruitment 
2.6.1 Sample Size 
I used a practical approach to calculate the recruitment target. To date, only two 
previous studies have examined accumulated coercive events (Iversen et al., 
2007, Kjellin and Wallsten, 2010). Iversen et al. (2007) reported that 173 
patients were interviewed within five days of admission to three psychiatric 
wards and obtained outcome data from 94 (54.3%) patients at discharge over a 
recruitment period of eight months. 94 patients were included in the final 
analysis of accumulated coercive events with 66 involuntary and 28 voluntary 
patients.  
Kjellin and Wallsten (2010) reported that 282 patients admitted to four 
psychiatric hospitals at baseline were interviewed within the first five days of 
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admission. Follow up interviews were conducted with 235 (83.3%) patients at 
discharge or after three weeks of care, whichever was earliest. The recruitment 
period was two years. Two hundred and thirty three patients were included in 
the final analysis of accumulated coercive events with 101 involuntary patients, 
116 voluntary patients and 16 voluntary patients converted to involuntary.   
As the recruitment period for baseline data collection in two of the three 
hospitals in this cohort study was eight months and one was almost 14 months, 
a baseline recruitment target of approximately 190 appeared feasible. This 
figure was supported by a sample size calculation which showed that a sample 
size of 188 would be required to detect a relative risk of 3 for outcomes in a 
cohort study with 90% power and an alpha level of 0.05 (Woodward, 2014).  
 
2.6.2 Inclusion Criteria 
The following inclusion criteria were applied to the recruitment process: 
 Admitted to a psychiatric inpatient unit either voluntarily or involuntarily 
 Discharge date was confirmed during the study period 
 
2.6.3 Exclusion Criteria 
The following exclusion criteria were applied to the recruitment process: 
 Less than 18 years of age  
 Diagnosis of an intellectual disability, dementia or first episode psychosis 
 Sole diagnosis of either a personality disorder or substance misuse 
 Not suitable for participation in research as indicated by responsible 
consultant psychiatrist 
 
2.6.4 Exclusion Criteria Rationale 
Individuals with a diagnosis of first episode psychosis were excluded from the 
study because they were already participating in another research study.  
Individuals with a sole diagnosis of either a personality disorder or substance 
misuse were excluded from the study to ensure comparable diagnostic groups 
within voluntary and involuntary patients as such individuals cannot be admitted 
to an approved centre involuntarily under the Mental Health Act, 2001 
(Government of Ireland, 2001). Individuals who were less than 18 years of age, 
78 
 
had a diagnosis of an intellectual disability, dementia or who were not suitable 
for participation in research as indicated by their responsible consultant 
psychiatrist were excluded to ensure decisional capacity and informed consent. 
 
2.6.5 Interview Times and Dates 
Inpatients from Newcastle Hospital from 1/11/2010-30/6/2011, St. John of God 
Hospital between 1/5/2010-30/6/2011 and St. Vincent’s University Hospital from 
1/8/2010-30/6/2011 were recruited. The median number of days after admission 
at which baseline interviews were conducted was 28 (IQR=17-49). The median 
number of days before discharge at which baseline interviews were conducted 
was 4 (IQR = -2 to 22). The lower bound value in this interquartile range is 
negative because 19.1% (31 out of 162) of interviews were conducted 
immediately after discharge. All participants were invited to the follow up 
interview one year after discharge. 
 
2.6.6 Procedure 
For clarity, I present the recruitment procedure in terms of five main steps as 
follows: 
 
2.6.6.1 Step One 
Dr. Brian O’Donoghue, the principal investigator of the study, had access to 
information from each study site so that he could determine (1) the legal status 
of all patients admitted at the study sites during the study period and (2) if the 
patients met the inclusion criteria for the study. Different methods such as 
computer systems and admission booklets were used to store and 
communicate this information across different study sites. We aimed to recruit 
an equal number of voluntary and involuntary patients for the purposes of the 
controlled trial at baseline. However, the majority of admissions were voluntary 
during the recruitment period. Therefore, we targeted the next admitted eligible 
voluntary patient after each eligible involuntary patient for recruitment. 
 
2.6.6.2 Step Two 
We sought approval and permission from all responsible consultant 
psychiatrists for a member of the research term to approach the patient and ask 
79 
 
them for consent to participate. The responsible consultant psychiatrist did not 
ask the patient for consent to participate in the research. I present the number 
of patients who were too unwell to participate in chapter three, figure 3.0. 
 
2.6.6.3 Step Three 
A random number generator was used to determine if the patient would be 
approached by a clinical or service user researcher. A list of random numbers 
(1 or 2) was generated prior to the study and Daria Brennan, who was 
independent of the research project, kept this list throughout the recruitment 
period. Once it was determined that a patient was ready to be interviewed, 
Daria Breannan gave Dr. Brian O’Donoghue the next number from the list which 
indicated if the patient would be approached by a clinical or service user 
researcher. 
 
2.6.6.4 Step Four 
The relevant researcher contacted the ward staff to determine a suitable time to 
approach the patient on the ward. 
 
2.6.6.5 Step Five 
The relevant researcher approached the patient on the ward and provided 
information about the research project to the patient. The researcher asked the 
patient to consent to the baseline and follow up interviews. Researchers also 
asked patients for consent for a clinician researcher who was not part of their 
treating team to access their clinical files. I present the information letter and 
consent forms in appendix numbers 23 and 24. At baseline, all 162 interviews 
were conducted in person at the psychiatric unit. In advance of one year after 
the discharge date of each patient who participated in the baseline interview, 
patients were contacted by clinician members of the research team. All patients 
were offered a twenty-euro retail voucher to attend the follow up interview. A 
total of 2 out of 102 (2%) follow up interviews were conducted by phone 
because the patients could not attend the outpatient clinic for practical reasons. 
A total of 100 out of 102 (98%) follow up interviews were conducted at 
outpatient clinics associated with the study sites. I present full recruitment data 
in chapter three figures 3.0 and 3.1. Unlike the baseline interviews, the follow up 
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interviews were not randomly assigned to service user or clinical researchers. It 
was not possible to complete all questionnaires at some baseline and follow up 
interviews so researchers provided some patients with a stamped and 
addressed envelope and asked them to complete and return any remaining 
incomplete self-report questionnaires by post. 
 
2.7 Data collectors 
A total of five researchers collected data at baseline only, three at follow up only 
and five at both baseline and follow up. I acknowledge the contribution of 
different members of the research team in the acknowledgements section of 
this thesis. I completed approximately 60 out of 264 (23%) interviews 
throughout the baseline and follow up stages. 
 
2.8 Data Collected at Baseline Only 
2.8.1 Electronic Patient Records and Clinical Files 
Doctors obtained the following information from each patient’s electronic patient 
record and/or clinical files with the assistance of a proforma document (See 
appendix 1). I included the following information from these files in the SPSS 
dataset for this study as follows:  
 
 Gender [male / female] 
 Legal status [involuntary / voluntary / converted from voluntary to 
involuntary] 
 Date of Birth [DD/MM/YYYY] 
 Age [continuous variable N] 
 Marital Status [Married / Living as married / Widowed / Divorced / 
Separated / Never Married] 
 Type of admission [Form 6 (involuntary) / Form 13 (converted from 
voluntary to involuntary)] 
 
2.8.2 Mental Health Commission Registries 
According to the Mental Health Commission’s rules made in accordance with 
Section 69(2) of the Mental Health Act, 2001, all episodes of seclusion or 
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physical restraint in approved centres must be entered into the separate 
registries for seclusion and/or physical restraint (Mental Health Commission, 
2009a). Under the Mental Health Act, 2001, it is an offence to contravene these 
rules. Data on the number of episodes of seclusion and physical restraint during 
the patient’s admission was collected by doctors from the mental health 
commission registries. The total number of episodes of seclusion and physical 
restraint experienced by each patient during admission were entered into SPSS 
as continuous variables for the analysis. I present a mental health commission 
seclusion registry form as an example of a registry form in appendix 2.  
 
2.8.3 Forced Medication 
Doctors reviewed administered medications in each patient’s clinical file. If a 
medication was administered intramuscularly, the doctor crosschecked this 
information with clinical notes to determine if the medication was administered 
without consent by force. The total number of episodes of medication 
administered intramuscularly by force without consent experienced by each 
patient during admission was entered into SPSS as a continuous variable for 
the analysis.  
 
2.8.4 Client Satisfaction Questionnaire 
The Client Satisfaction Questionnaire (CSQ-8) measures client satisfaction with 
mental health services (Attkisson and Zwick, 1982). The brief version of the 
questionnaire contains eight items to which respondents are invited to answer 
on a four point likert scale (Attkisson and Greenfield, 2004).  Possible scores 
range from 8 to 32, with higher scores indicating greater satisfaction with 
services. The authors reported acceptable internal consistency, inter-item and 
item total correlations and construct validity (Attkisson and Zwick, 1982). 
Previous studies have used different cut-off points to categorise different levels 
of satisfaction. However, as no cut off points were used consistently, the total 
CSQ-8 score was subdivided into 4 levels of satisfaction as follows: ‘‘poor’’ (8–
13), ‘‘fair’’ (14–19), ‘‘good’’ (20–25) and ‘‘excellent’’ (26–32). These cut-off 
points were published in an academic journal by members of the research team 
during my PhD programme (Smith et al., 2014). In the context of the current 
study, the CSQ-8 was administered to patients during the baseline interview 
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shortly before or after discharge to assess their level of satisfaction with 
services. Total scores were assigned to one of the four categories and entered 
into SPSS as categorical variables for the analysis. I present the questionnaire 
in appendix 3.  
 
2.8.5 Recovery Style Questionnaire 
The Recovery Style Questionnaire (RSQ) measures recovery style (Drayton et 
al., 1998). The concept of recovery style underpinning the questionnaire is a 
spectrum ranging from integration to sealing over. An integrative recovery style 
is “characterised by the patient’s awareness of the continuity in his mental 
activity and personality from before the psychotic experience, during the 
psychosis and through recovery” (McGlashan, 1987). A sealing over recovery 
style refers to a tendency “to isolate the psychotic experience [and] view it as 
alien and interruptive to their lives and consequently seek to encapsulate it” 
(McGlashan, 1987).  The scale contains 39 items representing 13 distinct 
concepts, which discriminate between different coping styles (e.g. “curiosity: the 
person is curious about his or her psychosis (Drayton et al., 1998)). Patients are 
invited to indicate which statements they agree with. Possible scores range 
from 0-39. The patient’s response to each item is scored as agree = 1, disagree 
= 0. Total scores for each of the 13 concepts are assigned to either an 
integration or sealing over category. Depending on the percentage of concept 
groups assigned to integration or sealing over categories, scores are finally 
assigned to one of the following six categories: integration, tends towards 
integration, mixed picture in which integration predominates, mixed picture in 
which sealing over predominates, tends toward sealing over and sealing over. 
Authors reported acceptable face and criterion-related validity and test-retest 
and internal reliability (Drayton et al., 1998). In the context of the current study, 
the RSQ was administered to patients with a psychotic disorder during the 
baseline interview shortly before or after discharge. Scores were assigned to 
one of the six groups of recovery style and entered as categorical variables into 
SPSS for the analysis. I present the questionnaire in appendix 4. 
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2.8.6 The Scale for Assessment of Positive Symptoms 
The Scale for assessment of positive symptoms (SAPS) (Andreasen, 1984b) 
measures positive symptoms across four dimensions: hallucinations, delusions, 
bizarre behaviour and positive formal thought disorder. The questions are 
answered with 5 point likert scales ranging from 0 (None/Not at all) to 5 
(Severe). The SAPS has good reliability, internal consistency, test-retest 
reliability and validity (Fischer et al., 1994). Global and composite total scores 
can be calculated. Possible global scores range from 0 to 20, with higher scores 
indicating more severe positive symptoms. In the context of the current study, 
the SAPS was administered to patients with a psychotic disorder during the 
baseline interview shortly before or after discharge to assess the level of 
positive symptoms. Total global scores were entered into SPSS as continuous 
variables for the analysis. I present the questionnaire in appendix 5. 
 
2.8.7 The Scale for Assessment of Negative Symptoms 
The Scale for assessment of negative symptoms (SANS) (Andreasen, 1984a) 
was used in this study to measure negative symptoms across four dimensions: 
affective flattening or blunting, alogia, avolition – apathy and anhedonia - 
asociality. The SANS questions are answered with 5 point likert scales ranging 
from 0 (None/Not at all) to 5 (Severe). The SANS has good reliability, internal 
consistency, test-retest reliability and validity (Fischer et al., 1994). Global and 
composite total scores can be calculated. Possible global scores range from 0 
to 20, with higher scores indicating more severe negative symptoms. In the 
context of the current study, the SANS was administered to patients shortly 
before or after discharge to assess the level of negative symptoms. Total global 
scores were entered into SPSS as continuous variables for the analysis. I 
present the questionnaire in appendix 6. 
 
2.8.8 The Young Mania Rating Scale 
The Young Mania Rating Scale (YMRS) (Young et al., 1978) measures severity 
of mania based on core symptoms including elevated mood, increased motor 
activity-energy, sexual interest, sleep, irritability, speech, language-thought 
disorder, content, disruptive-aggressive behaviour, appearance and insight. The 
YMRS contains 11 items with 4 multiple-choice answers. Four items are rated 
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on a 0-8 scale and five items are rated on a 0-4 scale. The YMRS score ranges 
from 0-60 with 60 being the highest level of mania. The YMRS has good 
reliability, validity and sensitivity (Young et al., 1978). In the context of the 
current study, the YMRS was administered to patients with a diagnosis of 
schizoaffective or bipolar affective disorder during the baseline interview shortly 
before or after discharge to assess the level of mania. Total scores were 
entered into SPSS as continuous variables for the analysis. I present the 
questionnaire in appendix 7. 
 
2.8.9 The Birchwood Insight Scale 
The Birchwood Insight Scale (BIS) (Birchwood et al., 1994) measures insight in 
terms of three factors: awareness of illness, need for treatment and attribution 
of symptoms. The BIS is a self-report measure containing eight items with three 
possible answers of "agree," "unsure," or "disagree". Each answer is scored on 
a 3-point likert-type scale ranging from 0 to 2. As the total of one subscale is 
divided by 2, total scores range from 0-12 with 12 indicating the highest level of 
insight. The BIS has satisfactory validity, reliability and sensitivity to change 
(Birchwood et al., 1994). In the context of the current study, the BIS was 
administered to patients during the baseline interview shortly before or after 
discharge to assess their level of insight. Total scores were entered into SPSS 
as continuous variables for the analysis. I present the questionnaire in appendix 
8. 
 
2.8.10 The Beck Depression Inventory 
The Beck Depression Inventory (BDI) (Beck et al., 1988) measures severity of 
depression with two subscales reflecting the affective and somatic components 
of depressive illness. The BDI contains 21 items with multiple-choice answers. 
19 items have four possible answers and two items have seven possible 
answers. A total score of 1-10 indicates normal ups and downs, 11-16 mild 
mood disturbance, 17-20 borderline clinical depression, 21-30 moderate 
depression, 31-40 severe depression, >40 extreme depression. The BDI has 
good internal consistency and concurrent validity (Beck et al., 1988). In the 
context of the current study, the BDI was administered to patients during the 
baseline interview shortly before or after discharge to assess their level of self-
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reported depressive symptoms. Total scores were entered into SPSS as 
continuous variables for the analysis. I present the questionnaire in appendix 9. 
 
2.8.11 The Beck Hopelessness Scale 
The Beck Hopelessness Scale (BHS)(Beck et al., 1974) measures 
hopelessness across three domains: feelings about the future, loss of 
motivation and expectations. The BHS has 20 questions and each question is 
answered ‘true’ or ‘false’ and the total score ranges from 0 to 20. A score of 0 – 
3 indicates minimal hopelessness, 4 – 8 is mild hopelessness, 9 – 14 is 
moderate hopelessness and 15 – 20 is severe hopelessness. The BHS has 
good test-retest reliability, internal consistency and concurrent validity (Bouvard 
et al., 1992). In the context of the current study, the BHS was administered to 
patients during the baseline interview shortly before or after discharge to assess 
their level of self-reported hopelessness. Total scores were entered into SPSS 
as continuous variables for the analysis. I present the questionnaire in appendix 
10.  
 
2.8.12 The Structured Clinical Interview for Diagnostic and Statistical 
Manual of Mental Disorders IV 
The Structured Clinical Interview for Diagnostic and Statistical Manual of Mental 
Disorders IV (SCID-I) (First et al., November 2002) is a semi structured 
standardized diagnostic interview for DSM-IV Axis I disorders. It has superior 
validity over standard clinical interviews and reasonable inter-rater reliability 
(Lobbestael et al., 2011, Ramirez Basco et al., 2000). In the context of the 
current study, the SCID-I was administered to patients during the baseline 
interview shortly before or after discharge to diagnose Axis I disorders by 
trained clinicians. I present an excerpt from the interview schedule in appendix 
11. For the purposes of the analysis, diagnoses were entered into SPSS as 
three separate categorical variables as follows: 
 Primary diagnosis: (Psychotic disorder / Affective or anxiety disorder)  
 Substance misuse: (Co-morbid substance misuse or dependence / Nil)  
 Alcohol misuse: (Co-morbid alcohol misuse or dependence / Nil)  
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2.8.13 The MacArthur Perceived Coercion Scale 
The MacArthur Perceived Coercion Scale (MPCS) measures the amount of 
influence, control, choice and freedom patients believed they had in coming to 
hospital and the extent to which they believed that it was their idea to come to 
hospital (Gardner et al., 1993b). The scale contains five items and patients are 
invited to answer “True” or “False” to each of the five items. Possible scores 
range from 0 to 5, with higher scores indicating lower levels of perceived 
coercion. Authors report good psychometric properties of the scale (Gardner et 
al., 1993a). In the context of the current study, the MPCS was administered to 
patients during the baseline interview shortly before or after discharge to assess 
the level of perceived coercion. Total scores were entered into SPSS as 
continuous variables. To facilitate comparison of results, I used the same cut-off 
point to determine when the perception of coercion should be interpreted as a 
coercive event as the study that originally investigated accumulated coercive 
events (Iversen et al., 2007). Accordingly, a score on the MPCS of 3 or more 
was categorised as one coercive event on the accumulated coercive events 
scale. I used the continuous variable for bivariate analysis. I also used the 
categorical variable for bivariate analysis and for calculating the accumulated 
coercive events algorithm. I present the scale in appendix 12. 
 
2.8.14 The MacArthur Procedural Justice Scale  
The MacArthur Procedural Justice Scale (MPJS) measures the extent to which 
patients viewed their admission process as fair and legitimate (Lidz et al., 
1995). The scale contained four items and participants were invited to respond 
on a four point likert scale. Total scores ranged from 4 to 16 with higher scores 
indicating lower levels of perceived procedural justice. The authors reported 
acceptable psychometric properties (Lidz et al., 1995). In the context of the 
current study, the MPJS was administered to patients during the baseline 
interview shortly before or after discharge to assess the level of perceived 
coercion. Total scores were entered into SPSS as continuous variables for the 
analysis. I present the scale in appendix 13. 
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2.8.15 The MacArthur Perceived Pressures Scale 
The MacArthur Perceived Pressures Scale (MPPS) measures the extent to 
which patients believe that they experienced persuasion, inducements, threats 
or force during their admission process (Lidz et al., 1995). The scale contained 
four items and participants were invited to respond with either “Yes” or “No”. 
Total scores ranged from 0 to 4 with higher scores indicating greater perceived 
pressures during the admission process. The authors reported acceptable 
psychometric properties (Lidz et al., 1995). In the context of the current study, 
the MPPS was administered to patients during the baseline interview shortly 
before or after discharge to assess the level of perceived pressures. Total 
scores were entered into SPSS as continuous variables for the analysis. I 
present the scale in appendix 14. 
 
2.9 Data Collected at Follow Up Only 
2.9.1 The Manchester Short Assessment of Quality of Life 
The Manchester Short Assessment of Quality of Life (MANSA) (Priebe et al., 
1999) includes items relating to objective and subjective quality of life. Only the 
subjective quality of life items were administered in this study because the 
Objective Social Outcomes Index (SIX) was used to assess objective social 
outcomes (see section 2.10.1). The subjective quality of life items measure 
satisfaction with life as a whole, employment status, financial situation, number 
and quality of friendships, leisure activities, accommodation, personal safety, 
living situation, sex life, relationship with family and physical and mental health. 
The MANSA contains sixteen subjective quality of life items. Twelve of the items 
are answered using 7-point likert scales ranging from 1 (Couldn’t be worse) to 7 
(Couldn’t be better). Four of the items are answered with “Yes” or “No”. Total 
scores range from 12-84 with 84 being the highest level of subjective quality of 
life. The MANSA has satisfactory psychometric properties (Priebe et al., 1999). 
Subjective quality of life has been defined as “cognitive appraisal of objective 
life circumstances and conditions and is expressed as a feeling of general 
satisfaction with life and its domains, i.e. physical, psychological and social” 
(Górna et al., 2008, p.237). In the context of the current study, the MANSA was 
administered to patients at the follow up interview to assess subjective quality of 
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life. Total scores were entered into SPSS as continuous variables for the 
analysis. I present the assessment in appendix 15. 
 
2.9.2 Service Engagement Scale 
The Service Engagement Scale (SES) measures clinician-rated engagement 
with community mental health services (Tait et al., 2002). The scale contains 14 
items grouped into 4 subscales: availability, collaboration, help seeking and 
treatment adherence. The items are rated as “not at all or rarely, sometimes, 
often and most of the time” (Tait et al., 2002). Positively worded items were 
reverse scored. Possible scores range from 0 to 42, with higher scores 
indicating “clients greater levels of difficulty engaging with services” (Tait et al., 
2002, p.7). The scale was validated in an assertive outreach population who 
were judged by the clinical team lead to have varying levels of engagement.  
The authors reported acceptable content and face validity, sensitivity, internal 
consistency and test-retest reliability (Tait et al., 2002). In the context of the 
current study, the scale was administered at follow up interviews to rate 
patient’s current level of engagement with services. The scale was completed 
by the patient’s keyworker. The total scores were entered into SPSS as 
continuous variables for the analysis. I present the scale in appendix 16. 
 
2.9.3 Readmission Details Since Baseline 
Readmission details since baseline was obtained from each patient’s electronic 
patient record and/or clinical files. For the purposes of this study, the number of 
readmissions and number of inpatient days were entered into SPSS as a 
continuous variable. This data collection was facilitated by a proforma document 
(see appendix 1). 
 
2.10 Data Collected at Baseline and Follow up 
2.10.1 The Objective Social Outcomes Index 
The SIX (Priebe et al., 2008) measures objective social outcomes across four 
domains: employment, accommodation, partnership ⁄ family and friendship. The 
SIX contains four items with multiple-choice answers. Two items are rated on a 
0-1 scale and two items are rated on a 0-2 scale. Total scores range from 0-6 
with 6 being the highest level of objective social outcomes. In the context of the 
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current study, the SIX was administered shortly before or after discharge and at 
follow up interview to assess objective social outcomes. At follow up, the 
information was retrieved from the patient’s clinical file or electronic record. 
Total scores were entered into SPSS as continuous variables and treated as 
ordinal values for the analysis. I present the index in appendix 17. 
 
2.10.2 The Global Assessment of Functioning 
The Global Assessment of Functioning (GAF) scale measures the researcher’s 
subjective rating of the service user’s overall psychological, social and 
occupational functioning. The scale ranges from 0-100 with 100 being the 
highest level of functioning. The GAF scale has satisfactory reliability and 
validity (Jones et al., 1995, Soderberg et al., 2005). The GAF scale is a 
component of the SCID-I. In the context of the current study, the GAF was 
administered to patients shortly before or after discharge and at follow up 
interview by trained clinicians to assess global functioning. Total scores were 
entered into SPSS as continuous variables and treated as ordinal values for the 
analysis. I used a cut-off of ±10 on the global assessment of functioning scale to 
detect clinically meaningful change as the same cut-off was used in previous 
research examining functioning and accumulated coercive events (Kjellin and 
Wallsten, 2010). I present the assessment in appendix 18. 
 
2.10.3 Working Alliance Inventory 
The Working Alliance Inventory Short Form (WAI-S) measures the working 
alliance between client and therapist in terms of “(a) client and therapist 
agreement on goals (b) client and therapist agreement on how to achieve the 
goals (task agreement) and (c) the development of a personal bond between 
the participants” (Tracey and Kokotovic, 1989, p.207). The WAI contains twelve 
items and respondents are invited to answer on a seven point likert scale 
ranging from 1(Never) to 7(Always). Possible scores range from -4 to 68, with 
higher scores indicating better working alliance. The authors report acceptable 
psychometric properties and the short form have been validated in inpatients 
and outpatients since it was published (Hatcher and Gillaspy, 2006, Busseri and 
Tyler, 2003). In the context of the current study, the scale was administered to 
patients at baseline interview shortly before or after discharge and follow up 
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interviews. Patients were asked to rate their relationship with their treating 
consultant psychiatrist. Total scores were included in SPSS as a continuous 
variable for analysis. I used a threshold of 16.6% (twelve points on a range of 
72) to detect clinically significant change on the therapeutic alliance inventory 
because it represents one ranked change in interpretation on the seven-point 
Likert scale for each of the twelve items and no similar thresholds have been 
published to date. I present the inventory in appendix 19. 
 
2.11 Ethical Considerations 
Formal ethical approval was obtained from all three hospitals included in the 
study. I present the letters of ethical approval from the three main hospitals in 
appendix 20, 21 and 22.  Three main ethical considerations were identified as 
follows: 
 
2.11.1 Informed Consent 
Informed consent is a basic requirement of key international codes of medical 
research ethics such as the Nuremberg Code, the Declaration of Helsinki and 
The Council of International Organisations of Medical Sciences (Kjellin, 2011). 
The process of informed consent includes informing patients who are invited to 
participate in research about “the nature of the study, its aims, risks, 
advantages, alternatives, confidentiality and any other condition of relevance for 
an informed decision, and they should know that participation is voluntary” 
(Kjellin, 2011, p.274). To ensure that patients provided informed consent to 
participate in this research study, researchers met with the patient and provided 
an information letter prior to the proposed research interview (See appendix 
23). Patients were also invited to ask any questions about the research study 
before conducting the interview and it was explained that they could stop the 
interview at any stage without giving a reason.  
 
2.11.2 Decisional Capacity 
Key international codes of medical research ethics specify that a patient must 
ordinarily have decisional capacity in order to provide informed consent to 
participate in research unless there are exceptional circumstances. Decisional 
capacity has been defined as “capacity to make and express a choice, 
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understand the information, evaluate the situation and possible consequences 
and handle information rationally” (Kjellin, 2011, p.275). Roberts et al. (2002) 
concluded that a diagnosis of schizophrenia does not necessarily preclude a 
patient from providing informed consent as many patients in the study were able 
to make rational decisions about participation in research that were similar to 
psychiatrist’s decisions. Palmer et al. (2005) found that even though patients 
with a diagnosis of diabetes mellitus scored better on a standardised 
competence assessment than patients with a diagnosis of schizophrenia, 
individualised consideration of capacity was warranted. This was due to the 
significant heterogeneity within diagnostic groups and the superior predictive 
utility of the Mini-Mental State Examination over diagnosis. Appelbaum et al. 
(1999) reported that in female psychiatric outpatients with a diagnosis of major 
depressive disorder, more depressive symptoms or less previous experience of 
research were not associated with impaired decisional capacity. 
To ensure that all patients who provided informed consent had decisional 
capacity, patients were excluded from the recruitment process if their 
responsible consultant psychiatrist indicated that they were not suitable to 
participate in research. In addition, all interviews took place shortly before or 
after discharge and patients only became eligible for the recruitment once their 
discharge date was confirmed. 
 
2.11.3 Undue Influence 
The declaration of Helsinki states that: 
 
“When seeking informed consent for participation in a research study the 
physician must be particularly cautious if the potential subject is in a 
dependent relationship with the physician or may consent under duress. 
In such situations the informed consent must be sought by an 
appropriately qualified individual who is completely independent of this 
relationship.” (World Medical Association, 2010) 
 
To ensure that patients did not consent under duress, none of the researchers 
who invited patients to participate in the research or conducted the interviews 
worked as a member of the patient’s treatment team. In addition, the 
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information letter provided to patients clarified that declining to participate would 
not affect their treatment in any way. 
The ethics committee from one of the three study sites stated in the formal 
approval letter that “Whilst the [research ethics committee] had misgivings 
about the use of a 20 euro incentive for subjects and wishes to express these 
misgivings this does not preclude approval for the study” (Appendix 20). This is 
consistent with the views of Appelbaum et al. (2011) who stated:  
 
“Given that offers generally expand options rather than constrict them – 
that is, people always have the option of rejecting a genuine offer – we 
follow Wetheirmer’s influential analysis in construing them as legitimate 
and unlikely to vitiate voluntariness” (Appelbaum et al., 2011, p.298) 
 
Appelbaum et al. (2011) argue that an offer to participate in research only 
becomes problematic when the magnitude of incentive is so large (e.g. 25% of 
a participant’s annual net income) that it “is likely to overwhelm all other 
considerations” (Appelbaum et al, 2011, p.299). We ensured that the offer was 
not problematic in this way by offering one voucher to each participant that 
could only be exchanged for goods in a specified list of retailers to the value of 
twenty euro. 
 
2.12 Data Screening 
Data was entered into an MS Access database and exported to IBM SPSS 
statistics version 21 for analysis. I based my approach to preparing the data on 
guidelines by Pallant (2007). 
 
2.12.1 Preparing a Codebook 
I listed all of the variables that I intended to include in my analysis. I created a 
table in Microsoft Word that specified the following information for each variable: 
abbreviated SPSS name, brief definition and description, coding of values and 
any other comments.   
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2.12.2 Screening and Cleaning the Data 
I checked the data for errors by systematically searching for values that were 
outside of the range of possible values for each variable as specified in my 
codebook. I used frequency counts to check categorical variables and 
descriptive statistics to check continuous variables. To investigate a suspected 
error, I used case summaries to display more specific information for each case. 
I then corrected all identified errors.   
 
2.12.3 Missing Data 
My general approach for dealing with missing data was conservative and based 
on recommendations by Tabachnick and Fidell (2007) and Pallant (2007). I 
examined all missing data to determine if the data appeared to be randomly 
missing. This revealed there was missing data at the level of data collection 
tools and at the level of specific items within data collection tools. 
Missing data at the level of data collection tools occurred when data was not 
available for a specific data collection tool for a particular participant. If the 
amount of missing data for a variable was very small and the missing data 
appeared to be random, I replaced the missing data with the mean (for 
continuous variables) or mode (for categorical variables) value of the entire data 
set for the relevant variable. A key advantage of mean or mode substitution is 
that “the mean [or mode] for the distribution as a whole does not change and 
the researcher is not required to guess at missing values” (Tabachnick and 
Fidell, 2007, p.67). If the amount of missing data at the level of data collection 
tools was relatively large and/or did not appear to be missing at random, I 
excluded cases using pairwise deletion. Pairwise deletion “excludes the case 
(person) only if they are missing the data required for the specific analysis” 
(Pallant, 2007, p.57).  
Missing data at the level of specific items within data collection tools occurred 
when data was not available for a specific item on a specific data collection tool 
for a particular participant. If the amount of missing data at the level of specific 
items within data collection tools was relatively small and appeared to be 
missing at random, I replaced the missing value with the mean or mode score of 
the other items on the scale. If the amount of missing data at the level of 
specific items within data collection tools was relatively large and did not appear 
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to be missing at random, I excluded cases using list wise deletion. List wise 
deletion includes cases “only if they have full data on all of the variables listed in 
[the analysis] for that case” (Pallant, 2007, p.57).  
 
2.12.4 Normality Tests 
My assessment of normality was based on guidelines by Tabachnick and Fidell 
(2007) and Pallant (2007). I used the following statistics to inform my 
assessment of normality for all continuous variables: mean and 5% trimmed 
mean to evaluate the effect of extreme values on the mean, skewness to 
evaluate the symmetry of the distribution, kurtosis to evaluate the ‘peakedness’ 
of the distribution, the Kolmogorow-Smirnov statistic to apply a significance test 
to the normality of the distribution and histogram, boxplot, detrended and 
normal Q-Q Plots for visual inspection of the distribution and detection of 
outliers. I attempted to transform any abnormally distributed variables following 
guidelines by Tabachnick and Fidell (2007). If the transformation procedures 
failed, I used non-parametric tests. 
 
2.13 Statistical Methods 
2.13.1 The Accumulated Coercive Events Algorithm 
2.13.1.1Background 
The accumulated coercive events algorithm was originally used in a Norwegian 
psychiatric population to calculate all coercive events for each patient (Iversen 
et al., 2007). The total score was obtained by including each coercive event 
(CE) as one unit as follows:  
 Legal status (involuntary referral and/or admission = 1 CE, involuntary 
outpatient treatment = 1 CE, both = 2 CE) 
 Perceived coercion (0-2 on MPCS = 0 CE, 3-5 on MPCS = 1 CE) 
 Physical force used during the admission based on reports from the 
admission interview with the patient = 1 CE  
 Each episode of mechanical restraint as recorded in the legally 
mandated register for coercive measures = 1 CE 
 In Norway, pharmacological restraint “is legally defined as a single 
episode administration of short acting drugs for the purpose of calming 
95 
 
patients involved in dangerous emergency situations” (Iversen et al., 
2007, p. 507). Each episode of pharmacological restraint = 1 CE 
 In Norway, involuntary administered medication “is defined as a long 
term drug for the purpose of improving the patients' condition.” (Iversen 
et al., 2007, p. 507). The decision to use involuntary administered 
medication was recorded in the patient’s clinical file and valid for up to 
three months. Accordingly, each decision to use involuntary administered 
medication was recorded as one coercive event even if there were 
multiple episodes during the three month period. In practice, “most 
patients received medications daily or at least once a week (injection)” 
(Iversen et al., 2007, p.509). Based on this sentence, I am inclined to 
agree with Kjellin and Wallsten (2010) that “Iversen et al. seemed to 
include both oral medication and injections in the concept ‘involuntarily 
administered medication’” (Kjellin and Wallsten, 2010, p.4).  
A total accumulated coercive event score for each participant in the dataset was 
calculated. All scores were categorised into four groups: “(group 1 = 0 CE, 
group 2 = 1 CE, group 3 = 2 CE and group 4 =≥3 CE)” (Iversen et al., 2007, 
p.507). 
 
2.13.1.2 Modification for Irish Population 
I modified the algorithm for use with an Irish psychiatric population because 
there are important differences between legally facilitated coercive measures in 
Ireland and Norway in terms of how the data is recorded and the type of 
coercion used. For example, there is no statutory basis for outpatient 
commitment orders in Ireland although there have been some reports of 
involuntary patients being treated in the community under the “approved leave” 
mechanism of the Mental Health Act, 2001 (e.g. Bainbridge et al., 2014). I 
applied the following modified algorithm to the dataset:  
 Legal status (voluntary or converted from involuntary to voluntary = 0 CE, 
involuntary or converted from voluntary to involuntary= 1 CE) 
 Perceived coercion (0-2 on MPCS = 0 CE, 3-5 on MPCS = 1 CE) 
 Each episode of physical restraint during admission as recorded in the 
Mental Health Commission registry = 1 CE 
96 
 
 Each episode of seclusion during admission as recorded in the Mental 
Health Commission registry = 1 CE 
 Each episode of forced medication during admission as recorded in the 
patient’s clinical file = 1 CE 
 
2.13.1.3 Hypothetical Example 
The following is a hypothetical example of how the accumulated coercive 
events algorithm modified for an Irish population was applied to participants. Mr. 
A was voluntarily admitted to hospital and later made involuntary (1 CE). During 
Mr. A’s baseline admission, he experienced 2 episodes of seclusion (2 CE), 1 
episode of physical restraint (1 CE) and 1 episode of medication without 
consent (1 CE). During the baseline admission interview, Mr. A. scored 3 on the 
MPCS (1 CE). Mr. A has a total accumulated coercive events score of  1 + 2 + 1 
+ 1 + 1  = 6. 
 
2.13.1.4 Inclusion of Accumulated Coercive Events Score in Dataset 
An accumulated coercive events score modified for an Irish population was 
calculated for all participants and included as a continuous variable in the 
dataset. There was no upper limit to the score as the amount of coercion 
experienced varied across individuals. 
 
2.13.2 Univariate Analysis 
I used descriptive statistics to describe features of the sample in terms of single 
variables. I used frequency counts for categorical variables and summary 
statistics for continuous variables with mean, median and standard deviation 
values.  
 
2.13.3 Bivariate Analysis 
I used Pearson chi-square tests to examine differences between two categorical 
variables. To examine associations between two continuous variables I used 
the Pearson product moment correlation coefficient if the assumptions of 
normality and homoscedasticity were satisfied. If they were violated, I used the 
spearman rho test. For examining relationships between categorical and 
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continuous variables, I used independent samples parametric one-way analysis 
of variance if there were more than two categories and the assumptions were 
satisfied. If the assumptions were violated, I used the Kruskal-Wallis 
nonparametric one-way analysis of variance. If there were two categories and 
the assumptions were satisfied I used pooled variances independent samples t 
test. If the assumptions were violated, I used the Wilcoxon rank sum test. I used 
the bonferroni adjustment to correct for multiple testing error. I used fisher exact 
tests when expected cell counts of less than 5 comprised 25% or more of a 
table. I used the Monte Carlo algorithm to estimate the exact p value when 
complete enumeration algorithms failed. 
 
2.13.4 Multivariate Analysis 
If variables were significantly associated with an outcome variable in bivariate 
analysis, I used multivariate analysis to determine a predictive model. I used 
ordinal logistic regression to determine a predictive model of ordinal outcomes. I 
used standard multiple regression to determine a predictive model of 
continuous outcomes. I used binary logistic regression to determine a predictive 
model of dichotomous categorical variables. 
 
2.13.5 Mediation Analysis 
If the a and b path in a proposed mediation model were significantly associated 
in multiple regression analysis, I conducted mediation analysis using the 
bootstrapping method with bias-corrected confidence estimates (Preacher and 
Hayes, 2004, Mackinnon et al., 2004). I obtained a 95% confidence interval of 
the indirect effects with 5000 bootstrap resamples (Preacher and Hayes, 2008). 
 
2.14 Method of Study Three: Thematic Analysis of Qualitative Interviews 
2.14.1 Overview of Qualitative Interview Design 
In the previous section, I described the observational cohort study which 
involved collecting patient data during admission from May 2010 to June 2011 
and one year after discharge from May 2011 to August 2012. In this section, I 
describe how I conducted qualitative interviews with patients of a particular 
mental health service who completed both the baseline and follow up interviews 
of the observational cohort design. I conducted the first interview in June 2012 
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and the last interview in September 2013. Fetters et al. (2013) state that 
“integration through building occurs when results from one data collection 
procedure informs the data collection approach of the other procedure, the latter 
building on the former.” (Fetters et al., 2013, p. 2140). Alternative approaches to 
integration at the level of method include merging which occurs “when 
researchers bring the two databases together for analysis and for comparison” 
(Fetters et al., 2013, p. 2140). I chose building as an integration technique 
between the observational cohort design (study one and two) and this 
qualitative design (study three) over other options because I viewed it as the 
most suitable option for addressing my research aims. Specifically, I aimed to 
produce a thick narrative description of coercion based on the lived experience 
of patients who participated in the baseline and follow up interviews in the 
observational cohort design. This qualitative design was informed by a limitation 
in the data collection procedure of the observational cohort study. Specifically, 
the quantitative assessments could not produce thick narrative descriptions of 
coercion and they imposed specific ideas about what constitutes  coercion on 
the research interviews. The qualitative design offset these limitations and built 
on the quantitative approach of the observational cohort design. Accordingly, 
integration by building was the most appropriate technique at the level of 
method.  
I structure this section based on recently published guidelines for the reporting 
of qualitative research in health sciences (O'Brien and Golding, 2003). I begin 
by describing my qualitative approach and research paradigm. Next, I describe 
researcher characteristics and reflexivity. Then I describe the context of the 
study and sample strategy. I then discuss the ethical issues involved in the 
study. I then describe the data collection methods, instruments and 
technologies. I then specify how I conducted the thematic analysis. I conclude 
by describing how I promoted the research quality of this study. In this thesis, I 
follow any quotes by patients from the qualitative interviews with a unique 
number code so that quotes of the same patients can be followed throughout 
the thesis. 
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2.15 Qualitative approach and research paradigm 
2.15.1 Decision to use qualitative research 
Berger stated that qualitative research “evaluates, uses concepts to explicate, 
focuses on aesthetics in texts, is theoretical, interprets, leads to an evaluation 
where the interpretation can be attacked” (2000, p.14). In contrast, a strictly 
quantitative methodology “counts and measures, processes data collected, 
focuses on incidences of X in texts, is statistical, describes, explains and 
predicts, leads to a hypothesis or theory where the methodology can be 
attacked” (Berger, 2000, p.14). Dabbs (1982) suggests that the concept of 
“quality” is important when clarifying the essential difference between 
quantitative and qualitative research. The concept of ‘quality’ refers to the 
“meanings, concepts, definitions, characteristics, metaphors, symbols and 
descriptions of things” (Berg, 2007, p.3). In contrast, ‘quantity’ refers to “counts 
and measures of things” (Berg, 2007, p.3). I used a qualitative rather than 
quantitative research for three main reasons. Firstly, the primary aim of my 
research was to understand the subjective perceptions and experiences that 
patients communicated to me in the context of a semi-structured and open 
ended interview. This is consistent with the exploratory nature of qualitative 
research as it is more suitable than quantitative research for investigating how 
individuals make sense of, understand and perceive their lived experience 
(Berg, 2007). For example, previous methodologists have stated that one of the 
most fundamental assumptions of qualitative research is that:  
 
“Social reality may be understood as the result of meanings and contexts 
that are jointly created in social interaction. Both are interpreted by the 
participants in concrete situations within the framework of their subjective 
relevance horizons.” (Flick et al., 2004, p.6) 
 
Secondly, in this research I was attempting to generate new hypotheses rather 
than test previously generated hypotheses. The aim to generate new ideas has 
been established as a basic feature of qualitative research. For example, Flick 
et al. (2004) described qualitative research as a “discipline of discovery” 
because “the discovery of new phenomena in its data is frequently linked, in 
qualitative research, to an overall aim of developing theories on the basis of 
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empirical study” (Flick et al., 2004, p.8). Thirdly, I sought a high level of 
‘contextuality’ to achieve a thick descriptive account of the understandings and 
perceptions that were communicated during the research interviews. Qualitative 
researchers have previously defined the concept of ‘contextuality’ as referring to 
how, in qualitative research, “data are collected in their natural context, and 
statements are analysed in the context of an extended answer or a narrative, or 
the total course of an interview” (Flick et al., 2004, p.8).   
 
2.15.2 Decision to employ the qualitative approach of transcendental 
phenomenology 
Phenomenological studies aim to describe “the meaning for several individuals 
of their lived experiences of a concept or phenomenon” (Creswell, 2007, p.57). 
While all types of phenomenological research are primarily interested in 
describing the common features of a particular lived experience across 
participants, hermeneutic phenomenology is differentiated from transcendental 
phenomenology mainly in terms of the emphasis placed on the interpretative 
work involved in the analytic process. Specifically, hermeneutic phenomenology 
is viewed as “not only a description, but [also as an] interpretive process in 
which the researcher makes an interpretation of the meaning of the lived 
experiences” (Creswell, 2007, p.59). In contrast, transcendental 
phenomenology “is focused less on the interpretations of the research and more 
on a description of the experiences of participants” (Creswell, 2007. p.59). 
Accordingly, a significant task of transcendental phenomenology is referred to 
as the “epoche (or bracketing)” of the researcher’s experience from that of the 
participants (Creswell, 2007, p.59). In this context, transcendental means “in 
which everything is perceived freshly, as if for the first time” (Moustakas, 1994, 
p.34). I chose phenomenology as a qualitative approach to inquiry rather than 
other broad approaches such as narrative research or grounded theory 
because I considered it to have the most suitable characteristics. Specifically, 
the focus of phenomenology approach is on “understanding the essence of the 
experience” and is best suited for describing “the essence of a lived 
phenomenon” (Creswell, 2007, p.78). These characteristics were consistent 
with my research aims and objectives. Contrasting approaches have different 
types of focus and suitability. For example, the focus of narrative research is on 
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“the life of an individual” and is best suited for “needing to tell stories of 
individual experiences”(Creswell, 2007, p.78). I chose transcendental rather 
than hermeneutic phenomenology in particular because I was primarily 
interested in describing the lived experience of the patients who I interviewed as 
accurately as possible without colouring their reports with my interpretations. 
 
2.15.3 Decision to adopt a research paradigm of social representations 
theory 
The original theorist who proposed social representations theory defined social 
representations as:  
 
“systems of values, ideas and practices with a two-fold function; first, to 
establish an order which will enable individuals to orientate themselves in 
their material and social world and to master it; secondly, to enable 
communication to take place amongst members of a community by 
providing them with a code for social exchange and a code for naming 
and classifying unambiguously the various aspects of their world and 
their individual and group history.” (Moscovici, 1973) 
 
Social representations theory proposes that our experience of everyday life is 
based on social representations rather than a direct experience of measurable 
objects in the world. A key feature of social representations theory in the context 
of qualitative research is that it “focuses on the content of people’s 
thoughts/feelings regarding the issue under study without reference to the 
‘reality’ of the issue” (Joffe, 2012, p.211). I adopted a research paradigm of 
social representations theory for this research study because I am primarily 
interested in how patients experience, conceptualise, recall, discuss and 
perceive pressure that they experienced throughout their mental health 
treatment rather than reconciling their accounts with measurable and objective 
facts. Social representations theory is consistent with weak constructionism as it 
assumes that “how people engage with a particular issue is socially constructed 
although the issues themselves have a material basis” (Joffe, 2012, p.211). This 
view is incompatible with research paradigms such as radical constructivism 
which propose that “we cannot know such a thing as an independent, objective 
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world that stands apart from our experience of it. Hence we cannot speak of 
knowledge as somehow corresponding to, mirroring, or representing that world” 
(Schwandt, 2003, p.239). I chose social representations theory instead of 
radical constructivism because while I am primarily interested in the subjective 
experience of patients, I retain the modernist position that “the facts of the world 
are essentially there for study. They exist independently of us as observers, and 
if we are rational we will come to know the facts as they are" (Gergen, 1991, 
p.91). 
 
2.16 Researcher characteristics and reflexivity 
The purpose of reporting researcher characteristics and reflexivity in qualitative 
research is to develop an understanding of “how these [characteristics] 
influenced data collection and interpretation” (O'Brien et al., 2014, p.1246). In 
addition, Creswell (2007) states that one of the first steps in phenomenological 
research is that “researchers must bracket out, as much as possible, their own 
experiences”`(Creswell, 2007, p.61). The main reason for doing this in the 
context of this study is to develop awareness of my own subjective experiences 
and conceptualisations of pressure throughout health treatment so that I can 
avoid colouring my interviews and subsequent analysis of the transcripts with 
biased preconceptions as much as possible. This is consistent with 
transcendental phenomenological research “in which investigators set aside 
their experiences, as much as possible, to take a fresh perspective toward the 
phenomenon under examination” (Creswell, 2007, p.59).  
Accordingly, I will first describe myself in terms of a list of characteristics 
recommended by a recently published synthesis of recommendations for 
reporting qualitative research (O'Brien et al., 2014). Next, I will write about an 
experience of feeling under pressure in my personal dental treatment within the 
last year. I chose an example from my dental treatment in particular because it 
occurred relatively recently so I can recall it easier than previous experiences of 
health treatment. In addition, I believe it is the most suitable recent experience I 
can use to make explicit the main experiences of pressure that I have 
personally experienced throughout all of my health treatments during my 
lifetime. Finally, I will discuss my perception of how these characteristics and 
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experiences might have influenced my research activity in the chapter four, 
section 4.10. 
 
2.16.1 Researchers’ characteristics that may influence the research 
At the time of writing, I am a PhD candidate at the Department of Psychiatry, 
Royal College of Surgeons in Ireland. I completed an undergraduate degree in 
psychology, an M.Sc. in applied social research both at Trinity College Dublin 
and further trainings in various clinically-oriented skills such as applied 
behaviour analysis, pivotal response training, counselling, workshop facilitation 
for people with a learning disability, suicide intervention and non-violent crisis 
intervention. Training in qualitative research skills was a significant component 
of both my undergraduate and postgraduate qualifications. Before I began this 
qualitative study I had conducted a number of qualitative studies (e.g. Bane et 
al., 2012). As part of the PhD programme, I worked as a clinical scientist on the 
multidisciplinary team of the Inspectorate of Mental Health Services in Ireland 
for a period of three years. I have no specific memories of contact with the 
participants prior to the qualitative interviews. There is a small possibility that I 
came in contact briefly with some participants through my involvement in other 
research projects prior to the qualitative interviews. However, none of the 
participants appeared to recognise me when I first met them for the qualitative 
interview. An assumption that I held before, during and after the research 
interviews was that the interview questions were generally difficult to answer 
because questions such as “When is force justified?” pose challenging moral 
dilemmas. I believe my research activity was also shaped by the 
multidisciplinary backgrounds of my collaborators and supervisors which 
included significant expertise in nursing and clinical psychiatry.  
 
2.16.2 Personal experience of pressure throughout health treatment  
Within the past year I sought dental treatment for a lost filling. I believe that I 
was motivated to seek help due to mild pain and a concern that leaving the lost 
filling untreated could lead to preventable tooth decay and more costly and 
invasive treatments in the future. I scheduled an appointment with a local dental 
practice. When booking the appointment, the practice co-ordinator with whom I 
made the appointment told me that it was a policy of the dental centre to charge 
104 
 
patients a fee for missed appointments. I did not feel under pressure to attend 
the appointment due to awareness of this fee probably because I was already 
highly motivated to attend the appointment due to my pain and concern. 
However, I appreciated how other patients could have felt under pressure to 
attend due to this missed appointment fee. When I attended the appointment, 
the dentist examined my teeth and determined that part of the filling was 
missing. The dentist recommended a treatment plan that involved restoration of 
the filling at a later date, which I was agreeable to. In this context, I viewed the 
dentist as a skilled professional who could use her expertise to conduct a 
clinical assessment and recommend treatment based on the results of this 
assessment and in accordance with best practice guidelines. This process 
could either support or refute specific perceptions and interpretations about the 
problem that I was seeking help for that I had formed before the appointment. I 
viewed myself as a consumer of a professional service who was paying for 
expert assessment and advice. I trusted the expertise of the dentist and 
experienced our interpersonal interaction as clinical, cooperative and goal-
oriented.  
As part of the treatment plan, the dentist recommended that I attend an 
appointment with the dental hygienist of the practice team before the filling 
restoration. After inspecting my teeth and discussing my dental care 
behaviours, the dental hygienist said that while my overall dental health was 
good there was scope for improvement. This process helped me develop 
awareness of how I had contributed to my current difficulties through unhelpful 
habits that I had maintained. It also helped me identify how I could avoid 
developing similar difficulties in the future by cultivating more helpful habits. I 
felt a mild amount of pressure with this awareness to improve my dental 
hygiene. I would characterise this feeling of pressure as my eagerness to 
modify my personal habits in a way that is likely to enhance my health and 
wellbeing. I experienced my interpersonal interaction with the dental hygienist 
as friendly. For example, she gave me free dental hygiene products that I 
observed her receive from a marketing representative immediately before our 
appointment. She also expressed interest and curiosity about my personal life 
and shared some interesting aspects of her personal life with me. After meeting 
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the dental hygienist, I felt inclined to follow her advice and attend routine check-
ups at the dental practice in the future.  
 
2.17 Context 
Berg (2007) describes various considerations for selection of research settings 
including the potential to access the target population and the practical 
feasibility for the researcher to conduct the research effectively. I chose an adult 
community mental health service for the setting of this study primarily because it 
was the most appropriate site for accessing participants who could answer my 
research questions, which is normally the main factor for considering the 
appropriateness of research sites in qualitative research design (Berg, 2007). 
However, another important factor that I considered in relation to choosing this 
research site which is not mentioned by Berg (2007) was the availability of 
clinical supervision within the mental health service. It was important to me that 
I would have access to and support from experienced clinicians from the 
research site with whom I could discuss any potential concerns that emerged 
through conducting the research. This was primarily based on my reflective 
practice learnings after my previous experiences of conducting research with 
vulnerable populations (e.g. Bane et al., 2012). All participants of the study had 
engaged with the service within the three calendar years before the qualitative 
interview. All interviews occurred in an outpatient context across multiple 
locations. I did not contact patients who were in hospital at the time of the 
recruitment process. As a condition of the ethical approval for this study was to 
maintain the anonymity of the service, I am unable to report further details about 
the service such as demographic features, site locations or referral information 
as these details could reveal the identity of the service. 
 
2.18 Sampling strategy 
In quantitative research, participants are normally recruited to a study based on 
probability sampling. Probability sampling refers to the practice of selecting a 
sample that “will mathematically represent subgroups of some larger 
population” (Berg, 2007, p.31). In contrast, participants are normally recruited to 
a study based on non-probability sampling in qualitative research. In non-
probability sampling “efforts are undertaken (1) to create a kind of quasi-random 
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sample, and/or (2) to have a clear idea about what larger group or groups the 
sample may reflect” (Berg, 2007, p.32). I used non-probability sampling for this 
study because my overall research aim involved generating rather than testing 
hypotheses. I described the methodology including recruitment procedures of 
the observational study previously in this chapter. Accordingly, the inclusion 
criteria for participants of this study were: 
 
 The participant must have completed the baseline and follow up 
interviews of the observational cohort study as described previously in 
this chapter. 
 The participant must have been a patient of the selected mental health 
service as described previously in this chapter, section 2.17 
 
Purposive sampling has been described as “when researchers use their  
special knowledge or expertise about some group to select subjects who 
represent this population” (Berg, 2007, p.32). I used this type of purposive 
sampling to recruit participants who represented individuals who had 
experienced mental health treatment as inpatients of a psychiatric hospital and 
as outpatients of a community mental health service. The recruitment procedure 
worked as follows: 
 
 Step 1: Dr. O’Donoghue provided an anonymised list of electronic patient 
record system numbers of participants who had completed the baseline and 
follow up components of the observational cohort study to Kevin Madigan 
and Stephen Shannon. 
 Step 2: Kevin Madigan obtained contact information of these patients 
through the electronic patient record system. 
 Step 3: Kevin Madigan contacted the patient and asked if they would be 
agreeable to meeting with Stephen Shannon to discuss the possibility of 
participating in the qualitative interview. 
 Step 4: If the patient was agreeable to the initial meeting, Stephen Shannon 
met with the patient to invite them to participate in the interview, provide 
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them with the information sheet (see appendix 25) and answer any 
questions the patient had about the research.  
 Step 5: If the patient agreed to participate, Stephen Shannon invited the 
patient to sign the consent forms for audio recording and participation in the 
research interview (See appendix 26 and 27). 
 
This sampling technique and recruitment procedure may have produced bias in 
the results because it depended on the patient’s capacity to consent. It is likely 
that patients who did not have capacity to consent to the research also did not 
have capacity to consent to treatment, which is a key issue within the debate 
about the use of coercion in clinical psychiatry. In some individuals, this lack of 
capacity may be continuous rather than fluctuating. Therefore, it is likely that my 
results do not reflect the views of psychiatric patients who have experienced 
coercive interventions and lack capacity on a continuous basis. I present full 
recruitment data in chapter four, figure 4.0.  
 
2.19 Ethical issues pertaining to human subjects 
I obtained ethical approval from the ethics committee of the mental health 
service in which I conducted the interviews (See appendix 28). Five main ethical 
considerations were identified as follows: 
 
2.19.1 Informed Consent  
Informed consent is a basic requirement of key international codes of medical 
research ethics such as the Nuremberg Code, the Declaration of Helsinki and 
The Council of International Organisations of Medical Sciences (Kjellin, 2011). 
The process of informed consent includes informing patients who are invited to 
participate in research about “the nature of the study, its aims, risks, 
advantages, alternatives, confidentiality and any other condition of relevance for 
an informed decision, and they should know that participation is voluntary” 
(Kjellin, 2011, p.274). To ensure that patients provided informed consent to 
participate in this research study, the clinical nurse manager, Kevin Madigan, 
reviewed the patient’s electronic record prior to making initial contact. If there 
were any indications from either the electronic record or from the initial 
conversation between Kevin Madigan and the patient that they may not be able 
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to provide informed consent, we decided to exclude the patient from the 
recruitment process or contact a member of the multidisciplinary team of the 
patient to clarify if it would be appropriate to contact the patient to invite them to 
participate.  Patients were also invited to ask any questions about the research 
study before conducting the interview and it was explained that they could stop 
the interview at any stage without giving a reason. In addition, patients were 
invited to sign two different consent forms (Appendix 25 and 26). The first 
indicated consent to participate in the research interview. The second indicated 
specific consent for the interview to be recorded. I believe the use of these two 
separate consent forms rather than one global consent form in combination with 
the information letter helped patients clearly understand my invitation. 
 
2.19.2 Decisional Capacity 
Key international codes of medical research ethics specify that a patient must 
ordinarily have decisional capacity in order to provide informed consent to 
participate in research unless there are exceptional circumstances. Decisional 
capacity has been defined as “capacity to make and express a choice, 
understand the information, evaluate the situation and possible consequences 
and handle information rationally” (Kjellin, 2011, p.275). Roberts et al. (2002) 
concluded that a diagnosis of schizophrenia does not necessarily preclude a 
patient from providing informed consent as many patients in the study were able 
to make rational decisions about participation in research that were similar to 
psychiatrist’s decisions. Palmer et al. (2005) found that even though patients 
with a diagnosis of diabetes mellitus scored better on a standardised 
competence assessment than patients with a diagnosis of schizophrenia, 
individualised consideration of capacity was warranted. This was due to the 
significant heterogeneity within diagnostic groups and the superior predictive 
utility of the Mini-Mental State Examination over diagnosis. Appelbaum et al. 
(1999) reported that in female psychiatric outpatients with a diagnosis of major 
depressive disorder, more depressive symptoms or less previous experience of 
research were not associated with impaired decisional capacity. 
To ensure that all patients who provided informed consent had decisional 
capacity, patients were excluded from the recruitment process if there was any 
indication from the electronic record, from the initial conversation between Kevin 
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Madigan and the patient or from communication between Kevin Madigan and 
the patient’s treating team that they were not suitable to participate in research. 
 
2.19.3 Undue Influence 
The declaration of Helsinki states that: 
 
“When seeking informed consent for participation in a research study the 
physician must be particularly cautious if the potential subject is in a 
dependent relationship with the physician or may consent under duress. 
In such situations the informed consent must be sought by an 
appropriately qualified individual who is completely independent of this 
relationship.” (World Medical Association, 2010) 
 
To ensure that patients did not consent under duress, none of the researchers 
who invited patients to participate in the research or conducted the interviews 
worked as a member of the patient’s treatment team. In addition, the 
information letter provided to patients clarified the professional roles and 
affiliations of the researchers and that declining to participate would not affect 
their treatment in any way. 
 
2.19.4 Anonymity 
A condition of the ethical approval for this study granted by the mental health 
service was that the service must be anonymised. Accordingly, I am obliged to 
anonymise the mental health service in all aspects of dissemination of this 
research including this PhD thesis. I have anonymised the service in this thesis 
by withholding or redacting any information that would directly identify the 
service. I have also protected the anonymity of the patients by using codes to 
link quotes to the same patient in the results and redacting identifying 
information from the quotes.  
  
2.19.5 Protocol for Observed Distress 
As I was interviewing patients who were attending a mental health service, part 
of the ethics application process involved development of a process for 
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responding to distress that I observed in participants during the qualitative 
interview session. The ethics committee approved the following protocol: 
 
 Step 1: If the participant becomes distressed during interview, the 
interviewer (Stephen Shannon) will seek permission for a clinician within the 
mental health service to contact the participant. In the mental health service, 
Kevin Madigan, is the named clinician who should be contacted in the event 
of a participant becoming distressed. If Kevin Madigan is not available then 
a member of the service users treating team should be contacted.  
 Step 2: The interviewer (S.S.) will report the distress and the participant’s 
contact details to Kevin Madigan or a member of the service user’s treating 
team. 
 Step 3: A clinician will contact the participant to assess their level of distress 
and ask the participant’s permission to contact their clinical team if 
necessary. 
 
2.20 Data collection methods 
Demographic and clinical details of all participants were collected as part of the 
observational cohort study. I presented details of these data collection 
procedures previously in this chapter. I collected verbal interview data from 
semi-structured qualitative interviews. In the context of qualitative research, 
interviewing has been defined as conducting a conversation to collect 
information (Berg, 2007). Semi-structured interviews refer to interviews guided 
by specific questions determined in advance of the interview. However, the 
interview is also expected to digress from the predetermined questions (Berg, 
2007). Alternative interviews include a completely structured interview in which 
no deviations from the predetermined questions are permitted. A completely 
unstructured interview occurs when a spontaneous, undirected and free-flowing 
conversation is facilitated between the researcher and the participant (Berg, 
2007). I chose a semi-structured interview for three reasons. Firstly, I thought 
that it was the most appropriate format for tailoring my interview questions to 
differences between how participants process and understand information. 
Secondly, the semi-structured nature of the interview enabled me to ask probing 
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questions about specific material discussed by the participants so that they 
could further elaborate on the research topic. Thirdly, the semi-structured 
interview enabled me to engage in progressive focusing. Progressive focusing 
has been defined as “when the analyst adjusts the data collection process itself 
when it begins to appear that additional concepts need to be investigated or 
new relationships explored” (Schutt, 2011, p.322). In the context of this study, I 
viewed progressive focusing as an iterative process that enabled me to ask 
probing questions based on questions that occurred to me in relation to the 
research topic after conducting previous interviews. For example, after a 
number of participants said that they had difficulty recalling particular events 
that were highly relevant to the research topic I decided to probe this further in 
subsequent interviews if participants expressed difficulties with recalling events. 
This enabled participants to elaborate on how they experienced their memories 
of events in more detail. The duration of the interviews ranged from 
approximately 10 to 90 minutes. The mean duration of interviews was 33 
minutes.  I conducted the first interview on 5/6/2012 and the last interview on 
5/9/2013. I ended the data collection on 5/9/2013 because I determined that I 
had achieved theoretical saturation through reflection, discussion and 
agreement with my supervisors and research collaborators. Theoretical 
saturation has been described as;  
 
“the phase of qualitative data analysis in which the researcher has 
continued sampling and analyzing data until no new data appear and all 
concepts in the theory are well-developed. Concepts and linkages 
between the concepts that form the theory have been verified, and no 
additional data are needed.” (Morse, p.1123).  
 
In practical terms, this meant that I began developing an awareness from the 
fifth last interview onwards that the new knowledge or information generated 
from interviews was becoming increasingly limited. This awareness emerged 
through phase one of the thematic analysis process which involved reflection, 
discussion and note writing about the main themes and issues that I observed 
throughout the interviews. I decided to continue interviewing for a further five 
interviews to confirm my sense that no significant new information or material 
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was emerging in relation to the research questions. Co-incidentally, previous 
methodologists have suggested that qualitative research based on a 
transcendental phenomenological approach typically requires between 
approximately 5 to 25 separate participants (Creswell, 2007). However, this 
suggestion did not influence my rationale for ending data collection after the 
twenty-ninth interview.  
 
2.21 Data collection instruments and technologies 
2.21.1 Interview guide 
I developed a qualitative interview guide based on a previously published 
procedure (Mason, 2002). I present the qualitative interview index cards in 
appendix 29. The first step was to specify the two overarching research 
questions of my study. These questions were developed based on identified 
gaps in the literature as specified in chapter one. Once I had established my 
main research questions, I reduced these questions into smaller research 
questions that appeared to address different aspects of the main research 
questions.  At this stage, I numbered the questions to link the small research 
questions with the larger questions that they were based on. I present the final 
version of the big and small research questions of this study in table 2.0 
 
Table 2.0: Big and small research questions for qualitative design 
Big research questions Small research questions 
1. How do participants 
experience pressure in 
their mental health 
treatment? 
 
1A. What contexts do participants experience as 
pressurised in their mental health treatment? 
1B. How do participants conceptualise pressure? 
1C. How do participants experience pressurised 
contexts? 
1D. What features characterise contexts that 
participants experienced as pressurised? 
1E. How do participants experience their 
relationship with the people who are involved in 
the pressurised contexts? 
1F. How do these experiences inform the 
participant’s service user identity? 
2. How do participants 
conceptualise the ethics of 
the use of pressure on 
mental health service 
users? 
 
2A. How do participants conceptualise the 
necessity, benefit, harm and justice of pressure? 
2B. Depending on their ethical position, how do 
participants think the use of pressure could be 
reduced, replaced, prevented and/or otherwise 
improved in clinical mental health practice? 
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Table 2.0 refers to the final version of the big and small research questions. 
However, these questions were not finalised until after the first five interviews 
took place. While changing research questions during data collection in 
quantitative research is generally regarded as unscientific, it is common for 
qualitative researchers to change their research questions throughout the data 
collection process. For example, Schutt (2011) states: 
 
“We emphasize placing an interpreter in the field to observe the workings 
of the case, one who records objectively what is happening but 
simultaneously examines its meaning and redirects observation to refine 
or substantiate those meanings. Initial research questions may be 
modified or even replaced in mid-study by the case researcher [...] If 
early questions are not working, if new issues become apparent, the 
design is changed.” (Schutt, 2011, p.322) 
 
During the first five interviews, I became aware that some of the assumptions 
underpinning my original research questions were unhelpful as they restricted 
the research focus. Specifically, the original research questions inquired about 
“interactions” rather than “contexts” in which patients felt under pressure. After 
conducting the first five interviews, I formed the view that while patients did 
experience pressure during their interactions with others, this was only one 
possible way of framing the experience of pressure. Rather than imposing this 
particular emphasis on the experience of pressure as a feature of interactions 
with others, I modified my research questions to inquire about all and any 
contexts of pressure so that participants would be free to describe their 
experience of pressure in terms of contexts that made most sense to them. I 
believe this modification in research questions opened up the study to a much 
richer and more in depth exploration of how participants make sense of their 
lived experience in their own terms. 
After I had generated a comprehensive list of large and small research 
questions, I focused on how I could ask these questions to participants in a way 
that they would understand. For example, at this stage I decided to use the 
word “pressure” instead of “coercion” because I believed that the word 
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“pressure” would be more accessible to patients than the word “coercion” based 
on my experience of interviewing a similar population in previous research 
projects. This decision was partially influenced by similar decisions of previous 
researchers. For example, Gardner et al. (1993b) found that patients were not 
familiar with the word “coercion” during the development of the MacArthur 
Perceived Coercion Scale. Likewise, in a qualitative study on the topic of 
leverage in community mental health services Canvin et al. (2013) reported:  
 
“We did not use the somewhat abstract term ‘leverage’ in our interviews 
with participants: the notion of leverage was operationalised by making 
reference to experiences of ‘pressure.’” (Canvin et al., 2013, p. 101) 
 
This iterative process continued to a lesser extent throughout the data collection 
period as I reflected on the interviews and identified questions that appeared to 
be more accessible to patients. For example, I learned through reflective 
practice that asking the question “Based on these experiences, how could the 
service be tailored to better meet your needs?” appeared to be more accessible 
and generate richer responses than the question “How do you think the use of 
pressure could be improved in mental health services?”. The next stage 
involved cross-referencing all of the interview questions, small research 
questions and large research questions. This ensured consistency across all 
three levels and helped to refine the interview questions further. The final stage 
involved producing individual index cards for each small research question and 
for the introductory remarks. I developed a set of index cards rather than a 
script of questions to allow for maximum flexibility and spontaneity within the 
interview. The index cards allowed me to switch dynamically between topics 
based on what the participant said during the interview. In addition, the index 
cards complimented the loose, semi-structured nature of the interview. This 
supported the participant to shape and guide the interview based on their 
personal experience of pressure throughout their mental health treatment, 
which I could not anticipate in advance. 
 
 
 
115 
 
2.21.2 Audio recording 
I used an Olympus digital voice recorder VN-8500PC to record interviews. I also 
used a Samsung Galaxy SG3 smart phone as a precautionary back up 
recording device in case the digital recorder failed.  
 
2.21.3 Data processing 
I transferred all recordings from the audio recording device to the research 
computer. I transcribed recordings by playing the recordings at a reduced speed 
and typing the conversation into Microsoft word. I transcribed the conversation 
in terms of conventional sentence structures to optimise the accessibility of the 
transcripts for analysis. I also created a database that contained the 
participant’s anonymised ID and the date on which the interview occurred. I was 
able to cross reference this information with the raw file of each recording 
because the date that the recording was created was recorded automatically in 
the meta-data of each audio file.  I used this cross checking process frequently 
throughout the transcription process to ensure that all transcripts corresponded 
with the correct date and participant. I also verified the integrity of the data by 
manually listening to all recordings and ensuring that they accurately 
represented all the transcriptions after I finished transcribing all interviews.  I 
ensured the anonymity of participants in the results section of this thesis by 
assigning individual codes to all participants and redacting any identifying 
information such as names and places. As part of the ethics application it was 
necessary to develop specific protocols for data management and security. 
Accordingly, the research ethics committee approved the following protocols: 
 
 The Research Computer - The audio files, written notes and transcripts 
will only be stored on an encrypted computer.  
 Storage of Audio Files - The audio files will be transferred to the research 
computer immediately after the interview. After the transfer is complete 
the audio file will be deleted from the audio recording device.  
 Storage of Written Notes - The written notes will be typed into an MS 
Word document on the research computer immediately after the 
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interview. After the notes have been typed into an MS Word, the written 
notes will be destroyed by shredding.  
 Storage of Transcripts - The transcripts generated from each interview 
will be created and stored on the research computer. 
 Identity of Participant on Computer Files - The name of the participant 
will not be stored with the audio files, written notes or transcripts. A 
numerical code will be assigned to each participant. 
 Analysis - Analysis of the audio files will consist of transcription (i.e. 
converting the spoken words during the interview into text) and thematic 
analysis using computer software. The written notes will be included in 
the thematic analysis using computer software. Numerical codes will be 
used to distinguish the participants throughout the analysis process. 
 Destruction - The data will be stored on the computer in accordance with 
the Data Protection Act and it will be deleted from the computer after the 
specified time. 
 
2.22 Thematic analysis 
Thematic analysis is “a method for identifying and analysing patterns of 
meaning in a data set” and it’s use can help illuminate different themes relating 
to the research topic that are evident in the interview transcripts (Joffe, 2012, 
p.209). This analytic method is distinct from other data analysis methods in 
qualitative research. For example, discourse analysis focuses on how 
participants use language in relation to the research topic rather than describing 
themes evident across participants. I chose thematic analysis for analysing the 
interview transcripts for two reasons. Firstly, I concluded that it was the 
research analysis method best suited to addressing my research questions. 
Joffe (2012) states that thematic analysis is “best suited to elucidating the 
specific nature of a given group’s conceptualisation of the phenomenon under 
study” (Joffe, 2012, p.212). This is highly consistent with my research question, 
as I was primarily concerned with how patients experience and conceptualise 
pressure throughout their mental health treatment. Secondly, I concluded that it 
was the most appropriate analysis method for the kind of interviews that I 
conducted and resulting data that I collected. Joffe (2012) states that the kind of 
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data most suitable for thematic analysis  is “verbal interview data” collected 
during semi-structured interviews in which participants are invited to respond to 
specific topic areas (Joffe, 2012, p.212). Although there are alternative interview 
techniques available which impose less restrictions on the interview focus, clear 
boundaries around the research topic area demarcated by specific topic guides 
is a common feature of interviews that are amenable to thematic analysis (Joffe, 
2012). I determined that thematic analysis was therefore the most suitable form 
of analysis for this study, as these were precisely the kind of interviews that I 
conducted and data that I collected.  
A small number of published protocols are available for standardising, aiding 
and clarifying the technical process of thematic analysis (e.g. Joffe, 2012, Braun 
and Clarke, 2006). I followed the protocol published by Braun and Clarke (2006) 
as I have found it to be the most accessible and detailed protocol based on my 
experience of previous research projects and the method that is most consistent 
with my intuitive sense of how a thematic analysis should proceed. I conducted 
the thematic analysis in terms of the following six phases recommended by this 
previously published protocol: 
 
2.22.1 First Phase: Familiarisation 
I familiarised myself throughout the data collection, transcription and analysis 
work. During data collection I regularly engaged in unstructured discussions 
about material resulting from the interviews with my supervisors. I also made 
personal notes about my reflections in relation to the interviews and my 
interview skills. These discussions and notes provided an opportunity to reflect 
on the main themes and issues that participants spoke about in response to my 
questions and how I could improve my interview skills. My sense of familiarity 
with the data was greatly enhanced after transcribing the interviews. Finally, 
before beginning the formal data analysis I read all of the interviews and made 
notes about ideas in relation to the content which occurred to me at the time. 
Braun and Clarke (2006) encourage this type of work as integral and legitimate 
components of the familiarisation phase. 
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2.22.2 Second Phase: First iteration of coding 
Once I felt reasonably familiar with the data and I had some basic ideas about 
how the material might relate to my research questions, I turned my attention 
towards coding the data. Codes have been defined as “the most basic segment, 
or element, of the raw data or information that can be assessed in a meaningful 
way regarding the phenomenon” (Boyatzis, 1998, p.63). As my approach to 
coding was theory rather than data driven, I approached the coding process 
with my research questions in mind. In essence, my aim was to identify 
distinctive units of meaning contained in the text which made sense in relation 
to my overall research interest (i.e. pressure throughout mental health 
treatment).This is consistent with previous recommendations that “one devises 
a coding frame that will enable one to answer one’s research questions in a 
balanced manner” (Joffe, 2012, p.216).  Braun and Clarke (2006) state that the 
thematic analysis can be conducted manually and/or by computer depending on 
the personal preference of the researcher. I conducted the initial coding 
manually on hard copies of the transcripts using multi-coloured pens, 
highlighters and post-it notes. My preference for manual rather than computer-
assisted coding in the initial coding phase is primarily based on a subjective 
sense that I process information better when I work with it manually rather than 
by computer. This provides me with a greater sense of understanding as I work 
through the initial coding stage. However, neuroscientific research which found 
that “sensori-motor experience augments processing in the visual system” 
appears to support this intuitive view (James, 2010, p.279). As advised by 
Braun and Clarke (2006), I coded the transcripts systematically and aimed to 
code all text even if it appeared irrelevant at the time. In addition, I was careful 
to include the coded segment with peripheral sentences to provide context that 
would assist identification of themes in subsequent phases. Finally, I paid 
special attention to text which appeared to contradict previous codes that I had 
produced as I viewed this as an important part of strengthening and developing 
my coding scheme. I present an example of text, definition and code name in 
table 2.1 
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Table 2.1: Example of preliminary coding scheme 
Code Name Definition Example 
Memory – 
difficult to recall 
It’s difficult to 
remember specific 
events 
“Well I find it hard to remember” 
Memory – 
reluctant to 
recall 
Reluctance to 
recall specific 
memories 
“I think there are some things I really 
don’t want to remember.” 
 
Once I generated an exhaustive list of initial codes, I conducted the inter-rater 
assessment which is detailed in section 2.23.1. After completing the initial list of 
codes and the inter-rater assessment, I created one document in Microsoft 
Word 2010 for each code. I systematically transferred coded text from all 
transcripts to the relevant document for that specific code.  
 
2.22.3 Third Phase: Preliminary identification of themes 
After I generated an exhaustive list of initial codes and corresponding code 
documents containing all text relating to that code, I turned my attention towards 
how these codes could be grouped in terms of themes. Themes have been 
defined as conceptual categories which capture “something important about the 
data in relation to the research question, and represents some level of 
patterned response or meaning within the data set” (Braun and Clarke, 2006, 
p.10). During this stage, I found it helpful to print a list of all codes and make 
copious notes in relation to the codes which included various diagrams and lists 
to improve my understanding of the data and prime myself for assigning codes 
to different themes. I also read the rationale, research aims and objectives and 
research questions of the study repeatedly to remind myself of the overall 
purpose of the study and link them to the list of codes. I also discussed the 
progress of my analysis with my PhD supervisors throughout the PhD 
programme. These supervision sessions were very useful because they helped 
me discuss and reflect on the main themes and issues discussed by the 
participants. At the end of this process, I had a tentative idea of the main 
themes of the research study which were based on the coding scheme that I 
had previously generated.  
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2.22.4 Fourth Phase: Review 
The aim of this phase was to clarify the tentative themes that I had generated in 
the previous phases through careful scrutiny of coded text and reflecting on the 
validity of the themes in relation to my overall research aims and objectives. 
This process of refinement occurred across two different levels as described by 
Braun and Clarke (2006). Firstly, I reread all of the coded extracts to determine 
if they were consistent with the specified theme. This process helped ensure 
that the themes were defined enough to clearly distinguish them from other 
themes and distinguish main themes from subthemes that appeared to be 
meaningful subsets of main themes. During this process, it became apparent 
that a specific code could be justifiably associated with more than one 
subtheme. In most situations where one code could be grouped under more 
than one subtheme, I used the research questions as a guide to determine 
which grouping of codes would best address the overall aims of the research. In 
other situations, I divided the relevant code into more nuanced codes and 
assigned them to separate subthemes. This process of recoding and theme 
generation could continue ad infinitm as there are many different ways to 
categorise and present the data that would appear equally valid. I was guided 
by the pragmatic advice of Braun and Clarke (2006) in this regard: 
 
“It is impossible to provide clear guidelines on when to stop, but when 
your refinements are not adding anything substantial, stop! If the process 
of recoding is only fine-tuning and making more nuanced a coding frame 
that already works – i.e., it fits the data well – recognise this and stop.” 
(Braun and Clarke, 2006, p.21) 
 
Secondly, as I was refining the themes through a re-reading of the extracts I 
considered whether the themes and subthemes accurately reflected the entire 
dataset in terms of my research questions.  By refining my analysis in this way, I 
was able to develop confidence that the coding scheme and list of themes 
accurately represented the entire data set in terms of my research aims and 
objectives.  
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2.22.5 Fifth Phase: Finalising themes and subthemes 
This phase involved finalising names and words for themes that seemed to best 
fit the data they represented. It was helpful at this stage to re-read the specific 
text which I had grouped under each theme to get a strong sense of what 
exactly the theme referred to. I followed advice by Braun and Clarke (2006) to 
give names to themes that are “concise, punchy and immediately give the 
reader a sense of what the theme is about” (Braun and Clarke, 2006, p.23). 
Accordingly, I chose to phrase the six main themes similarly to the main 
research questions to provide context for the presentation of the data-driven 
subthemes and emphasise clear linkages  between the research questions and 
the results of the study. 
 
2.22.6 Sixth Phase: Reporting the findings 
In the final phase of reporting the findings I aimed to present the themes as 
accessibly as possible by summarising the frequency of subthemes in 
frequency tables. In addition, I aimed to present the findings in a way that 
emphasised the links between the research aims and the results as 
transparently as possible. In a qualitative study to investigate how researchers 
report text from transcripts, Corden and Sainsbury (2006) found that qualitative 
researchers used verbatim quotes in research reports “as the matter of enquiry; 
as evidence; as explanation; as illustration; to deepen understanding; to give 
participants a voice, and to enhance readability” (Corden and Sainsbury, 2006, 
p.11). I used verbatim quotes from the transcripts as a combination of these 
functions. For example, I used the quotations as a matter of enquiry because I 
believed that the raw quotations were an important aspect of the research 
findings. I viewed the quotations as original knowledge that effectively described 
participants’ lived experience in their own terms. I also used the quotations as 
evidence that could support the validity and credibility of my analysis and 
methodological choices.  I also viewed the quotes as a way to give participants 
a voice. I believed that this function was particularly valid in the context of this 
research as ‘having a voice’ was an important aspect of mental health treatment 
for many participants.  
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2.23 Promoting Research Quality 
While highly specific checklists are available for assessing the quality of 
quantitative research studies, the quality of qualitative research tends to be 
evaluated in terms of general guidelines rather than specific rules (Spencer and 
Ritchie, 2012). Spencer and Ritchie (2012) suggest that these guidelines are 
best viewed within the context of an ongoing academic debate about qualitative 
research. For example, some theorists argue strongly against evaluating 
qualitative research because it is “anti-foundational” while others suggest that 
different qualitative studies have different philosophical assumptions so the 
concept of evaluation should not be dismissed on philosophical grounds only 
(Spencer and Ritchie, 2012, p.227). Accordingly, Spencer and Ritchie (2012) 
propose that qualitative research should be evaluated in terms of three main 
guiding principles: “the contribution of the research, the credibility it holds and 
the rigour of its conduct” (Spencer and Ritchie, 2012, p.229). I believe that I 
have demonstrated the quality of this research in these terms throughout the 
PhD thesis in four particular ways. Firstly, I carefully followed several published 
guidelines and protocols for different aspects of the research process including 
development of the interview topic guide, the thematic analysis process and 
reporting the results of the thematic analysis. Secondly, I adhered to recently 
published guidelines on the reporting of qualitative research in health sciences 
(O'Brien and Golding, 2003). Thirdly, I referred to published guidelines on 
evaluating qualitative research throughout the conduct and reporting of the 
research study (e.g.Clark, 2003, Spencer and Ritchie, 2012). Finally, I used 
three specific techniques to enhance the trustworthiness of the results as 
follows: 
 
2.23.1 Inclusion of a second rater 
The inclusion of multiple raters in qualitative research has been widely debated, 
with some arguing that it increases the epistemological rigour of the study and 
others arguing that it is inconsistent with the basic assumptions of qualitative 
methodology (Pope et al., 2000, Armstrong et al., 1997, Joffe, 2012). I decided 
to include an expert clinician rater, Kevin Madigan, in the thematic analysis 
process of this study to ensure that the results were not “simply based on the 
subjective judgments of an individual researcher” (Pope et al., 2000, p.115). In 
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addition, Kevin Madigan’s input was valuable for coding clinically relevant 
material in the transcripts as he had more clinical experience than I did. At the 
time of the inter-rater assessment, Kevin was the assistant director of nursing at 
an early intervention service for psychosis. As Kevin was the designated clinical 
sponsor of the qualitative study, Kevin’s role involved providing clinical oversight 
of the research activity. This role was a requirement of the mental health 
service’s ethical guidelines and a condition for ethical approval. At the time of 
the inter-rater process, Kevin had received formal training in psychiatric nursing 
and qualitative methodologies and had over twenty years of clinical experience 
with serious mental illness. The rationale for including an expert clinician rater in 
this study was consistent with previous advice that “there may be merit in 
involving more than one analyst in situations where researcher bias is 
especially likely to be perceived to be a problem - for example, where social 
scientists are investigating the work of clinicians” (Pope et al., 2000, p.115). The 
aim of the inter-rater assessment in qualitative research is to “increase the 
transparency of the coding frame such that those using it would consistently 
apply the same codes to the same excerpts” (Joffe, 2012, p.216). I conducted 
the inter-rater assessment in accordance with a previously published protocol 
as follows (Joffe, 2012): 
 
 Step 1: I developed a list of clearly defined codes based on a preliminary 
coding of the transcripts 
 Step 2: After an initial discussion and clarification of the main concepts and 
key research questions of the study, Kevin Madigan and I both coded 4 out 
of 27 (15%) interviews using the preliminary list of codes. This was 
consistent with previous recommendations that the second rater should rate 
10% to 20% of the transcripts (Joffe, 2012). 
 Step 3: Kevin Madigan and I compared and discussed our coding decisions. 
The aim of this discussion was to address any discrepancies in our coding 
either by refining existing codes, creating new codes or agreeing to assign a 
particular code to particular text.  
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2.23.2 Counting theme frequency 
Joffe (2012) suggests that the aspiration of thematic analysis is to produce “a 
balanced view of the data, and its meaning within a particular context of 
thoughts” (Joffe, 2012, p.219).  In addition, the author suggests that a good 
quality thematic analysis should “describe the bulk of the data – it must not 
simply select examples of text segments that support the arguments it wants to 
make” (Joffe, 2012, p.219). Counting and reporting the frequency of subthemes 
helped to clarify the extent to which particular themes described data and 
ensure consistency between the results and the aspiration of thematic analysis.  
 
2.23.3 Negative Case Testing 
Negative case testing helps to improve the validity of qualitative data as the 
researcher continually searches for evidence that would undermine hypotheses 
about the data developed during the analysis process. I followed the four step 
protocol for negative case testing authored by (Berg, 2007) as follows: 
 
1. “Make a rough hypothesis based on an observation from the data. 
2. Conduct a thorough search of all cases to locate negative cases (that is, 
cases that do not fit the hypothesised relationship).  
3. If a negative case is located, either discard or reformulate the hypothesis 
to account for the negative case or exclude the negative case. 
4. Examine all relevant cases from the sample before determining whether 
‘practical certainty’ […] in this recommended analysis style is maintained” 
(Berg, 2007, p.257) 
 
For example, based on my reading of patient’s descriptions of being admitted to 
a locked ward, I hypothesised that patients treated on a locked ward during 
admission felt under pressure because they perceived that the locked door 
would prevent them from leaving the ward and this undermined their autonomy. 
I further hypothesised that voluntary patients treated on a locked ward would 
attribute feeling under pressure to the locked door in particular as the 
‘voluntariness’ of their admission would be undermined. I applied a unique code 
to the transcripts in relation to locked wards to facilitate a closer inspection of all 
of the relevant data at once. I discovered that while patients said that the locked 
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door initially made them feel under pressure, their perception of the locked door 
appeared to change over time. For example, after initially attributing feeling 
under pressure to the locked door of an acute ward one patient realised “that it 
was for everybody’s safety that the doors were locked” 145 and did not feel 
under pressure as much as before. In addition, a patient who was treated on a 
locked ward during voluntary admission did not attribute feeling under pressure 
to the locked ward. In contrast to my hypothesis, the patient perceived that if he 
didn’t go along with his treatment he would be discharged from hospital:  
 
“There’s an element of coercion in that if you don’t do what we say, sick 
or not, we’ll expel you from the place where the care is given for your 
sickness.” 27 
 
Rather than feeling under pressure to stay in hospital due to the locked door, 
the patient appeared to feel under pressure to stay in hospital due to a 
perceived threat that he would be discharged if he did not comply with the 
instructions of his professional carers. Thus, my stated hypotheses in relation to 
locked wards were not fully supported by a closer inspection of the data. The 
negative case testing process enabled me to report a richer and more nuanced 
description of the locked ward in relation to feeling under pressure during 
psychiatric admission.  
 
2.24 Method of Study Four: Content Analysis of Inspection Reports 
2.24.1 Overview of Content Analysis Design 
In the previous sections of this chapter, I described the observational cohort 
study which involved collecting patient data during admission from May 2010 to 
June 2011 and one year after discharge from May 2011 to August 2012. I also 
described how I conducted qualitative interviews with patients of a particular 
mental health service who completed both the baseline and follow up interviews 
of the observational cohort design. I conducted the first interview in June 2012 
and the last interview in September 2013. In this section, I describe how I 
conducted a content analysis of inspection reports on the topic of security 
personnel. I collected all inspection reports for the analysis in September 2013. 
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I chose building as an integration technique between the qualitative design 
(study three) and the content analysis design (study four) because I viewed it as 
the most suitable option for addressing my general research interest. I 
discussed different integration techniques in the previous overview section of 
this chapter (section 2.0). Specifically, my research interest in the topic of 
security personnel was partially informed by data from the qualitative design 
(study three) which highlighted a tension between the concepts of care and 
custody in clinical practice. My interest in the topic was also informed by my 
organisational role within the Inspectorate of Mental Health Services during my 
PhD programme work placement. I will discuss this further in this chapter, 
section 2.26. Accordingly, integration by building was the most appropriate 
technique at the level of method.  
I structure this section partially based on recently published guidelines for the 
reporting of reliability and agreement studies in health sciences (Kottner et al., 
2011). I begin by describing my qualitative approach and research paradigm. 
Next, I describe researcher characteristics and reflexivity. Then I describe the 
context and selection of the inspection reports. I then discuss the content 
analysis in terms of procedure, outcomes and analysis. Next, I outline the 
ethical issues involved in the study. I conclude by describing techniques I used 
to enhance the trustworthiness of the results.   
 
2.25 Qualitative Approach and Research Paradigm 
The method I used for this study was a content analysis of all 349 inspection 
reports published between 2008 and 2012. Previous authors have suggested 
that content analysis is a suitable research method for investigating a topic 
“where there are no previous studies dealing with the phenomenon or when it is 
fragmented” (Elo and Kyngäs, 2008, p.107). Accordingly, I choose content 
analysis of inspection reports because there is a general lack of clarity about 
the role of security personnel across all Irish health services including 
psychiatric hospitals (McKenna K., 2008) and no studies on the topic of security 
personnel in Irish psychiatric hospitals have been published to date.  
I followed a protocol authored by Berg (2007) which describes differing types of 
approaches, assumptions, debates and techniques within research 
methodology that are relevant to content analysis.  
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Specifically, I used a collaborative social research rather than an interpretive or 
social anthropological approach to analysis as I viewed the data “both as 
feedback to craft action and as information to understand a situation” (Berg, 
2007, p.240). I chose this approach over others because I considered it the 
most suitable for discerning patterns in the data and reporting information in a 
way that was practically useful to stakeholders for developing mental health 
services.  In contrast, an interpretive approach would view the text as “a 
collection of symbols expressing layers of meaning” (Berg, 2007, p.239). In the 
context of this study, a social anthropological approach would have involved 
field or case study activities to “collect data about the behaviour, language and 
language use, rituals and ceremonies and relationships” within the inspectorate 
of mental health services that I could have recorded during my three year 
placement at the mental health commission (Berg, 2007, p.239). The text of the 
inspection reports would then be viewed as one of many sources of data that I 
could analyse as a means to “identify and explain the ways [staff of the mental 
health commission] operate in a particular setting; how they come to understand 
things; account for, take action and generally manage their day-to-day life” 
(Berg, 2007, p.239).  
Berger stated that qualitative research “evaluates, uses concepts to explicate, 
focuses on aesthetics in texts, is theoretical, interprets, leads to an evaluation 
where the interpretation can be attacked” (2000, p.14). In contrast, a strictly 
quantitative methodology “counts and measures, processes data collected, 
focuses on incidences of X in texts, is statistical, describes, explains and 
predicts, leads to a hypothesis or theory where the methodology can be 
attacked” (Berger, 2000, p.14). While some methodologists have characterised 
content analysis as a strictly quantitative activity, I chose to blend qualitative 
and quantitative techniques because they enabled me to quantify frequencies 
and describe themes that can be used to shape practical advances in mental 
health service development (Berg, 2007). In adopting this approach, I am in 
agreement with Smith who justified the blending of qualitative and quantitative 
techniques in content analysis “because qualitative analysis deals with the 
forms and antecedent-consequent patterns of form, while quantitative analysis 
deals with duration and frequency of form” (Smith, 1975, p.218). 
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Manifest content refers to elements of text that are “physically present and 
countable” whereas latent content refers to “the deep structural meaning 
conveyed by the message” (Berg, 2007, p.243). In accordance with Berg’s 
advice to “use both wherever possible”, I blended manifest and latent content 
analysis as my research objectives were to report frequencies and conceptual 
themes of text. (Berg, 2007, p.243) 
An inductive approach to developing categories of data involves “the 
researchers immersing themselves in the documents (that is, the various 
messages) in order to identify the dimensions or themes that seem meaningful 
to the producers of each message” (Berg, 2007, p.245). With a deductive 
approach “researchers use some categorical scheme suggested by a 
theoretical perspective, and the documents provide a means for assessing the 
hypothesis” (Berg, 2007, p.245). The lived experience of the researchers tend 
to underpin these inductive and deductive approaches throughout the analysis 
process (Berg, 2007). Accordingly, I categorised the data through an “interplay 
of experience, induction and deduction” (Berg, 2007, p.246). 
 
2.26 Researcher Characteristics and Reflexivity 
The purpose of discussing researcher characteristics and reflexivity in 
qualitative research is to use reflexive awareness to explicate ways in which the 
“characteristics of the researcher may influence the research” (O'Brien et al., 
2014, p.1247). Accordingly, I will discuss my reflections on how my 
characteristics as a researcher influenced fundamental decisions I made about 
this research. 
The organisational need for this study emerged in the context of my 
professional placement as a clinical scientist on the multidisciplinary team of the 
Inspectorate of Mental Health Services. I worked in this role from September 
2011 to September 2014 and it was a component of the PhD programme. As 
part of this professional placement, I attended a number of inspections that the 
reports under analysis in this study refer to. My perception of my role at these 
inspections was informed by section 51 (2) (a) of the Mental Health Act which 
confers the following power to the Inspector: 
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“(a) to visit and inspect at any time any approved centre or other 
premises where mental health services are being provided and to be 
accompanied on such visit by such consultants or advisors as he or she 
may consider necessary or expedient for the performance of his or her 
functions” (Government of Ireland, 2001, p.39) 
 
In summer 2013, concerns in relation to security personnel were expressed at 
team meetings. I was invited by the Inspector to conduct a literature review on 
the topic. In August 2013, I established that there was at least a perception 
among the inspectorate and within the literature of an increase in the use of 
security personnel within approved centres over time. I could not find objective 
data to support this perception or any description of the activities of security 
personnel in Irish psychiatric care in the literature. Therefore, I submitted a 
content analysis of inspection reports on the topic of security personnel as a 
preliminary description of the phenomenon. This analysis was submitted in the 
form of a compulsory quarterly report to the Inspector in October 2013. This 
report appeared to be useful to the work of the Inspectorate because in January 
2014 I was invited to collaborate with assistant inspector Ms. Orla O'Neill. We 
subsequently developed a data collection tool for administration at each 
inspection to collect more detailed information about the involvement of security 
personnel in approved centres. I present the data collection tool that resulted 
from this collaboration in appendix 30. This context is important because it 
illustrates how my organisational role as a clinical scientist was motivated by a 
need to provide data, advice and consultancy that was practically useful and 
accessible to the inspectorate and other stakeholders dynamically in a short 
time frame. I believe these characteristics of my organisational role were a 
reason that I used a collaborative social research rather than an interpretive or 
social anthropological approach to analysis as in this context the data 
functioned “both as feedback to craft action and as information to understand a 
situation” (Berg, 2007, p.240).  
 
2.27 Context of Inspection Reports 
Under the Irish Mental Health Act, 2001 mental health services are defined as 
“services that provide care and treatment to persons suffering from a mental 
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illness or a mental disorder under the clinical direction of a consultant 
psychiatrist” (Government of Ireland, 2001, p.8). The Mental Health 
Commission, the statutory body that oversees mental health services in Ireland, 
must maintain a register of approved centres. An approved centre is defined as 
“hospitals or other in-patient facilities for the care and treatment of persons 
suffering from a mental illness or mental disorder”(Government of Ireland, 2001, 
p.43). It is an offence to operate such centres that are not listed on the register. 
The Office of the Inspector of Mental Health Services was established under the 
Mental Health Act, 2001 (Government of Ireland, 2001). The functions of the 
Inspector include visiting and inspecting all approved centres at least once per 
year (Mental Health Commission, 2006). The resulting inspection reports 
include information about the extent of compliance by approved centres with 
codes of practice, regulations and rules made under the Mental Health Act, 
2001 (Mental Health Commission). Accordingly, the absence or presence of 
security personnel was not reported systematically in inspection reports.  
 
2.28 Selection of Inspection Reports 
I selected all reports of inspections that were conducted between 2008 and 
2012 and were available to the general public on the Mental Health Commission 
website at the time of data collection (26/09/2013 - 30/09/2013) (Mental Health 
Commission, 2013). Reports of inspections conducted before 2008 were not 
available on the website. I did not select any reports of inspections conducted in 
2013 to minimise sampling error, as only some were available at the time of 
data collection. 
 
2.29 Procedure 
1. I downloaded .pdf files of all available reports to the research computer hard 
drive and saved each inspection report to one of five separate folders 
according to the year of publication.  
2. I generated a list of all unique approved centres that had a report of an 
inspection conducted from 2008-2012 published on the Mental Health 
Commission website at the time of data collection (Mental Health 
Commission, 2013). I titled each report by the name of the approved centre 
under inspection. If there was more than one inspection report published for 
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a particular approved centre in any year then I numbered the inspection 
reports as a series and this number was added to the title (e.g. “Hospital X; 
2 of 3”).  
3. I entered each unique approved centre into a separate row in IBM SPSS 
Statistics Version 21. I assigned two separate columns for each year from 
2008-2012.  
4. I read the reports to identify text relating to security personnel and achieve a 
sense of familiarity.  
5. I entered the letter string “secu” into the search function of the .pdf reader for 
all inspection reports.  
6. I categorised each unique approved centre in SPSS according to the 
outcome of the document download and search procedures. In one of the 
two columns for each year, I assigned one of two categories to each cell: 
“Security personnel referred to at least once” and “No security personnel 
noted”.  In the other column, I assigned one of two categories to each cell: 
“Report available” and “No report”. 
7. I entered the following search term into www.google.ie to verify the 
outcomes of the document download and search procedures:  
"security" site:http://www.mhcirl.ie/ filetype:pdf 
8. I created five content tables in Microsoft Word according to each year of 
publication. There were four columns in each table. I used the columns 
“Mental Health Service”, “Approved Centre” and “Page number” to help 
identify which report the text originated from to facilitate cross checking 
during the analysis. The “Text” column contained the relevant text. A new 
row was created in the content table for each separate entry.  
9. I entered any text referring to security personnel that I found in each report 
into the “Text” column of the content tables and inserted the corresponding 
information into the other columns. I excluded text from the content tables 
that featured the word “security” but did not refer specifically to security 
personnel.  I included in the content tables sentences that did not feature the 
word “security” but that referred to a peripheral sentence about security 
personnel.  
10. I imported all five content tables into qualitative analysis software (QSR 
NVivo Version 7.0.281.0 SP4) and prepared the documents for analysis. 
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2.30 Outcomes of procedure 
There were two separate procedural outcomes resulting from the two main 
objectives of the study. The first outcome was an SPSS database listing all 
unique centres with at least one inspection report from the years 2008-2012 
according to whether a report was available for a specific year and whether 
security personnel were referred to at least once. The second outcome was an 
N-Vivo database of five content tables representing each of the five years from 
2008-2012. Each content table had four columns (Mental Health Service, 
Approved Centre, Text and Page number) and contained any text that referred 
to security personnel from all inspection reports published during the five-year 
period. 
 
2.31 Statistical analysis of SPSS database 
I conducted univariate analysis to determine frequency counts and percentages.  
I conducted bivariate analysis to determine differences between years.  
 
2.32 Thematic analysis of N-Vivo database 
I conducted a thematic analysis of the content tables with N-Vivo. I assigned 
codes by reading the content tables repeatedly and identifying distinctive 
concepts in the text as described previously in various qualitative research 
guides (Braun and Clarke, 2006, Berg, 2007). As there are “no easy ways to 
describe specific tactics for developing categories” my general intention was to 
group text according to codes that were easily accessible, coherent and useful 
to stakeholders (Berg, 2007, p.249). Specifically, I began by familiarising myself 
with the data by reading through the content tables repeatedly. I referred to the 
original reports to improve my understanding of the text in the context of the 
overall report and clarify any ambiguities. Once I had established a sense of 
basic familiarity with the text I began to make short notes detailing initial 
impressions and ideas that occurred to me with reference to the research 
questions. Next, I developed a list of preliminary codes which seemed to best 
delineate the concepts that I observed in the text. Codes have been defined as 
“the most basic segment, or element, of the raw data or information that can be 
assessed in a meaningful way regarding the phenomenon” (Boyatzis, 1998, 
p.63). Once I had developed and applied an initial coding scheme to all of the 
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content tables, I began to consider “how different codes may combine to form 
an overarching theme” (Braun and Clarke, 2006, p.19). As with the coding of 
the text, my general intention was to group the codes according to themes that 
were easily accessible, coherent and useful to stakeholders. At this early stage, 
I also developed sub-themes. For example, under “Employment details of 
Security Personnel”, I specified sub-themes such as “Hours of Work” and 
“Location on the ward”. However, while these sub themes served as helpful 
conceptual scaffolding in the early stages of analysis, I would later abandon 
these sub-themes to simplify the results as they appeared to introduce an 
unnecessarily level of detail and complexity. I submitted a preliminary draft of 
this report to the Inspector, Dr. Devitt, in October 2013 and it was subsequently 
circulated to the inspectorate multidisciplinary team for review. This preliminary 
draft included the first iteration of coding. I refined the themes and codes 
through reflection and discussion. In January 2014, I conducted the second 
iteration of coding which resulted in a revised coding scheme. The content 
tables were coded independently by Dr. Devitt using this revised coding scheme 
to facilitate assessment of inter-rater reliability. I used SPSS to calculate the 
Kappa statistic to determine consistency among raters. The academic and 
professional backgrounds of both raters were appropriate for coding the 
content. During the conduct of this study Dr. Devitt was a consultant psychiatrist 
and Inspector of mental health services. I was a clinical scientist attached to the 
Inspectorate of mental health services and a psychology graduate with an M.Sc. 
in applied social research undertaking a PhD in psychiatry. I completed training 
in relevant research skills throughout my education at undergraduate and 
postgraduate levels. We resolved disagreements about coding by discussion 
and categorised the fourteen codes into four broad themes. I finalised the 
themes after receiving helpful feedback from anonymous peer reviewers of a 
journal article based on this study in January 2015. 
 
2.33 Ethical Issues 
Ethical approval was not required for the collection of data detailed in inspection 
reports because the Mental Health Act grants “all such powers” to the Inspector 
“as are necessary or expedient for the performance of his or her functions” 
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(Government of Ireland, 2001. p.39). Specifically, the Office of Inspector of 
Mental Health Services is entitled to:   
 
“require any person in such an approved centre or other premises to 
furnish him or her with such information in possession of the person as 
he or she may reasonably require for the purposes of his or her functions 
and to make available to the Inspector any record or other document in 
his or her power or control that in the opinion of the Inspector, is relevant 
to his or her functions” (Government of Ireland, 2001, p.39) 
 
Previous guidelines have suggested that the ethics of conducting internet-based 
research should be determined in terms of level of intrusiveness, the extent to 
which the data is public or private, the vulnerability of any groups under 
analysis, the potential harm of the research, the confidentiality of participants, 
intellectual property rights and informed consent (Convery and Cox, 2012). The 
authors suggest that these issues should be considered within the context of a 
“negotiated ethics, a situated approach grounded in the specifics of the online 
community, the methodology and the research question(s)” (Convery and Cox, 
2012, p.50). After consideration of these issues, I concluded that even though 
all staff and patients were anonymised in the reports, there was a small risk that 
naming specific approved centres could potentially reveal the identity of staff or 
patients to consumers of the research who had specialist knowledge of Irish 
mental health services. Accordingly, I anonymised approved centres to maintain 
the research focus on a national rather than local level of description. For 
example, I did not conduct analysis of differences between centres in which 
security personnel were noted and not noted in inspection reports.  
In November 2014 I applied to the Research Ethics Committee at the Royal 
College of Surgeons in Ireland for ethical approval for including this study in my 
PhD thesis because the PhD regulations state that: 
 
“if the thesis includes the use of information relating to humans or 
animals, including biological samples or data, full Research Ethics 
Committee approval must have been obtained in order for the work to 
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have been completed. A statement to this effect must be included in the 
thesis.” (Royal College of Surgeons in Ireland, 2014, p.27) 
 
In response to my application, the research ethics committee of the Royal 
College of Surgeons in Ireland confirmed that ethical approval was not required 
for this study as it “involves the use of anonymised data from a public source 
which is available online” (See appendix 31). I conducted this research 
according to the principles of the Declaration of Helsinki.  
 
2.34 Techniques to Enhance Trustworthiness 
I used three techniques to enhance the trustworthiness of the results. Firstly, I 
combined reading each report with using the .pdf reader search function to 
ensure that I included all text relating to security personnel in the analysis.  
Secondly, I combined manual sorting of reports into categories with advanced 
internet search techniques to ensure that I correctly identified all unique centres 
in which security personnel were noted. Finally, I followed published guidelines 
for reporting reliability and agreement studies (Kottner et al., 2011). Specifically, 
I used SPSS to calculate the Kappa statistic to determine the level of 
agreement between Dr. Devitt and I in relation to the coding of the text. 
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Chapter Three: Results and Discussion of Observational Cohort Design 
(Studies One and Two) 
 
3.0 Overview 
In the last chapter, I described the methodology of the four thesis studies in 
terms of the three research designs: the observational cohort design (studies 
one and two), the qualitative design (study three) and the content analysis 
design (study four). Having introduced the thesis, reviewed the literature and 
provided the rationale for the thesis studies in chapter one and described the 
methodology of the thesis studies in chapter two, I now present and discuss the 
results of study one and study two of this thesis in this chapter. I present and 
discuss the results of studies one and two in this single chapter rather than two 
separate chapters because they are both underpinned by the same 
observational cohort design and use the same sample frame. The aim of this 
chapter is to present and discuss the results of the analysis as clearly and 
concisely as possible. 
Different techniques and practices are available for integrating findings of mixed 
method studies. For example, integration of results through joint displays has 
been defined as when: 
 
“researchers integrate the data by bringing the data together through a 
visual means to draw out new insights beyond the information gained 
from the separate quantitative and qualitative results. This can occur 
through organizing related data in a figure, table, matrix, or graph.” 
(Fetters et al., 2013, p.2143) 
 
Integration through narrative occurs “when researchers describe the qualitative 
and quantitative findings in a single or series of reports” (Fetters et al., 2013, 
p.2142). In this thesis, I integrate the findings of the four thesis studies through 
narrative to generate hypothetical explanations of findings and to explore 
concepts from alternative perspectives. Within narrative integration, different 
approaches to presentation are available. For example, weaving “involves 
writing both qualitative and quantitative findings together on a theme-by-theme 
or concept-by-concept basis” (Fetters et al., 2013, p.2142).  A staged approach 
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has been defined as “when the results of each step are reported in stages as 
the data are analysed and published separately” (Fetters et al., 2013p.2142). I 
used a modified staged approach to integration of findings. I modified the 
staged approach by presenting the results of all studies separately in chapters 
three, four and five and then describing how specific findings of one study relate 
to another in the general discussion of the thesis (chapter six). I chose the 
modified staged approach over other narrative approaches to integration of 
findings because I viewed it as the most accessible option that would best 
accommodate the complexity of the results.   
I present this chapter in three separate sections. In the first section, I present 
the baseline findings of the observational cohort design which constitutes study 
one of my overall thesis. In the second section, I present the longitudinal 
findings of the observational cohort design which constitutes study two of my 
overall thesis. In the third and final section I discuss these findings with 
reference to the rationale for each study that I presented in chapter one. I 
provide a brief overview to detail the structure of each section separately 
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3.1 Baseline results of observational cohort design: Study One 
3.1.1 Overview 
In this section, I present the baseline results of observational cohort design, 
which constitutes study one of this thesis. I begin by describing the recruitment 
rates of participants at baseline during admission. Next, I describe the 
characteristics of participants during admission. Then I describe the level of 
accumulated coercive events during admission and associated characteristics. 
Finally, I report the results of multivariate analysis to determine a predictive 
model of accumulated coercive events during admission.  
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3.2 Recruitment 
I previously described the recruitment procedure in the method of the 
observational cohort study (chapter two, section 2.6.6). A total of 162 (55%) of 
the 292 patients admitted during the study period were recruited at baseline. I 
present the recruitment diagram in Figure 3.0. 
 
Figure 3.0: Baseline Recruitment Diagram of Observational Cohort Design  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Eligible patients = 222  
Total interviewed at baseline = 162  
Not interviewed 
Declined consent = 31 
Transferred to another  
centre = 6 
Discharged before contact = 23 
Admitted patients = 292  
Exclusion criteria 
Too unwell= 6 
No discharge date confirmed = 3 
Voluntary patient with sole 
diagnosis of personality disorder 
or addiction = 9 
Dementia = 20 
Intellectual disability = 3 
Less than 18 years old = 2 
First episode psychosis = 27 
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3.3 Baseline Participant Characteristics During Admission 
Of the 162 participants included in the analysis, 83 (51%) were admitted 
voluntarily, 87 (54%) were male, 87 (54%) had a diagnosis of an anxiety or 
affective disorder and the mean age was 43±14 years. I present the 
characteristics of participants during admission in Table 3.0. 
 
Table 3.0: Baseline Participant Characteristics During Admission 
Characteristic N  %  
   
Gender    
Male 87 54 
Female 75 46 
   
Marital Status   
Married/Living as married  40 25 
Widowed 2 1 
Divorced  8 5 
Separated  11 7 
Never Married 101 62 
   
Education   
Sixth class or less  3 2 
First to sixth year without graduating secondary school  18 16 
Graduated secondary school or equivalent  36 32 
Part university  19 17 
Graduated 2 year university  8 7 
Graduated 4 year university  18 16 
Part graduated professional training  5 4 
Completed postgraduate university or professional training 7 6 
   
Legal Status   
Voluntary admission 83 51 
Voluntary converted to involuntary admission 25 15 
Involuntary admission 54 34 
   
Perceived Coercion CategoryE   
Low perceived coercion (0-2 on MPCS)   66 41 
High perceived coercion (3-5 on MPCS) 96 59 
   
Physical Coercion   
At least one episode of physical restraint 27 17 
At least one episode of seclusion  22 14 
At least one episode forced medication 20 12 
At least one episode of restraint, seclusion and/or forced 
medication 
34 21 
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Characteristic N  %  
Accumulated Coercive Events Score   
0 52 32 
1 41 25 
2 35 22 
3 12 7 
4 3 2 
≥ 5 19 12 
   
Diagnosis   
Anxiety or affective disorder 87 54 
Psychotic disorder 75 46 
   
Comorbid Diagnosis   
Harmful substance use or dependence  24 15 
Harmful alcohol use or dependence 31 19 
   
Recovery Style   
Integration  30 23 
Tends towards integration 40 31 
Mixed picture in which integration predominates 36 28 
Mixed picture in which sealing over predominates 14 11 
Tends toward sealing over 8 6 
Sealing over 0 0 
   
Hopelessness   
Minimal hopelessness 59 48 
Mild hopelessness 25 20 
Moderate hopelessness 21 17 
Severe hopelessness 19 15 
   
Depression   
Normal ups and downs   38 34 
Mild mood disturbance  20 18 
Borderline clinical depression  7 6 
Moderate depression  23 20 
Severe depression  16 14 
Extreme depression 9 8 
   
Treatment Satisfaction   
Poor satisfaction 8 6 
Fair satisfaction 18 14 
Good satisfaction 41 32 
Excellent satisfaction 62 48 
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 Mean  Standard 
Deviation± 
Age (Years)   
Total 43 14 
Male 40 12 
Female 47 15 
   
Number of Previous AdmissionsA 5 6 
Episodes of Forced MedicationB 2 2 
Episodes of RestraintC 2 2 
Episodes of SeclusionD 2 2 
Perceived Coercion ScoreE 3 2 
Positive SymptomsF 8 4 
Negative SymptomsG 5 5 
InsightH 9 3 
ManiaI 27 16 
Procedural JusticeJ 13 4 
Perceived PressuresK 1 1 
FunctioningL  40 13 
Therapeutic AllianceM 45 16 
 Median Inter 
Quartile 
Range 
Objective Social OutcomesN 4 2 
A. A total of 41 (25%) out of 162 participants had not been previously admitted. 
B. Reported for all 20 (12%) patients who experienced forced medication. The 
mean number of forced medication episodes of all 162 participants was 0.3 
(S.D. = ±0.9). 
C. Reported for all 27 (17%) patients who experienced restraint. The mean 
number of restraint episodes of all 162 participants was 0.4 (S.D. = ±1). 
D. Reported for all 22 (14%) who experienced seclusion. The mean number of 
seclusion episodes of all 162 participants was 0.3 (S.D. = ±1). 
E. The MacArthur Perceived Coercion Scale (MPCS) measures the amount of 
perceived coercion experienced by patients during the admission process. 
Possible scores range from 0 to 5, with higher scores indicating greater 
perceived coercion. I categorised scores from 0 to 2 as low perceived 
coercion and scores from 3 to 5 has high perceived coercion.   
F. Administered to 68 (91%) participants out of 75 with a psychotic disorder 
only. Possible scores range from 0 to 20, with higher scores indicating more 
severe positive symptoms. 
G. Administered to 69 (92%) participants out of 75 with a psychotic disorder 
only. Possible scores range from 0 to 20, with higher scores indicating more 
severe negative symptoms.  
H. Possible scores range from 0 to 12, with higher scores indicating greater 
insight. 
I. Administered to 48 (80%) participants out of 60 with bipolar affective or 
schizoaffective disorder only. Possible scores range from 0 to 60, with 
higher scores indicating higher levels of mania. 
J. Possible scores range from 4 to 16, with higher scores indicating lower 
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procedural justice. 
K. Possible scores range from 0 to 4, with higher scores indicating greater 
perceived pressures. 
L. Possible scores range from 0 to 100, with higher scores indicating greater 
functioning. 
M. Possible scores range from -4 to 68, with higher scores indicating better 
patient-rated therapeutic alliance with their consultant psychiatrist. 
N. Possible scores range from 0-6, with higher scores indicating better social 
outcomes.  
 
3.4 Accumulated Coercive Events 
 
3.4.1 Descriptive Statistics 
Of the 162 participants included in the analysis, the number of accumulated 
coercive events during admission ranged from 0-22 (Mean=2±3). A total of 52 
(32%) participants scored zero, 41 (25%) scored one and 69 (43%) scored two 
or more. I presented the distribution of accumulated coercive events scores in 
Table 3.0 above. 
 
3.4.2 Bivariate Analysis 
The following characteristics were associated with higher levels of accumulated 
coercive events during admission: lower levels of hopelessness (2  = 8.713,  df 
= 3,  p = 0.033), less depressive symptoms (2  = 12.949,  df = 5,  p = 0.024), 
less treatment satisfaction (2  = 18.852,  df = 3,  p = <0.001), a diagnosis of a 
psychotic disorder relative to an anxiety or affective disorder (U = 2398.5, z = -
2.993, p = 0.003), lower levels of insight (rs = -0.266, p = 0.001), higher levels of 
procedural justice (rs = -0.493, p = <0.001), more perceived pressures (rs = 
0.267, p = 0.001) and lower levels of functioning (rs = -0.555, p = <0.001). 
More accumulated coercive events were associated with higher levels of 
positive symptoms in individuals with a psychotic disorder (rs = 0.272, p = 
<0.025) and higher levels of mania in individuals with bipolar affective or 
schizoaffective disorder (rs = 0.508, p = <0.001). A comorbid diagnosis of 
alcohol dependence or misuse was associated with lower levels of accumulated 
coercive events (U = 1359, z = -2.949, p = 0.003). I present bivariate 
associations between all recorded participant characteristics and accumulated 
coercive events during admission in Table 3.1.  
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Table 3.1: Bivariate associations between participant characteristics and 
accumulated coercive events during admission 
Characteristic during 
admission 
Median 
ACE Score 
Kruskal-Wallis Test 
2 df p 
Marital Status  4.36 4 0.36 
Married/Living as married  1    
Widowed 1    
Divorced  2    
Separated  0    
Never Married 1    
     
Education  5.113 7 0.646 
Sixth class or less  1    
First to sixth year without 
graduating secondary school  
1    
Graduated secondary school or 
equivalent  
1    
Part university  1    
Graduated 2 year university  1    
Graduated 4 year university  2    
Part graduated professional 
training  
1    
Completed postgraduate 
university or professional 
training 
1    
     
Recovery Style  7.025 4 0.135 
Integration  1    
Tends towards integration 1    
Mixed picture in which 
integration predominates 
0    
Mixed picture in which sealing 
over predominates 
1    
Tends toward sealing over 2    
     
Hopelessness  8.713 3 0.033 
Minimal hopelessness 2    
Mild hopelessness 1    
Moderate hopelessness 1    
Severe hopelessness 0    
     
Depression  12.949 5 0.024 
Normal ups and downs   2    
Mild mood disturbance  2    
Borderline clinical depression  0    
Moderate depression  1    
Severe depression  0    
Extreme depression 0    
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Characteristic during 
admission 
Median 
ACE Score 
Kruskal-Wallis Test 
2 df p 
Treatment Satisfaction  18.852 3 <0.001 
Poor satisfaction 3    
Fair satisfaction 2    
Good satisfaction 1    
Excellent satisfaction 1    
Characteristic during 
admission 
Median ACE 
score 
Mann-Whitney U Test 
U z p 
Diagnosis  2398.5 -2.993 0.003 
Anxiety or affective disorder 1    
Psychotic disorder 2    
     
Comorbid Diagnosis     
Harmful substance use or 
dependence  
1 1528.5 -0.62 0.535 
Nil 1    
Harmful alcohol use or 
dependence 
1 (Mean rank: 
60) 
1359 -2.949 0.003 
Nil 1 (Mean rank: 
87) 
   
     
Gender   3038.5 -0.776 0.438 
Male 1    
Female 1    
Characteristic during 
admission 
Spearman rho rs   P value 
Age -0.119 0.133 
Number of Previous Admissions 0.139 0.079 
Insight -0.266 0.001 
Procedural Justice -0.493 <0.001 
Perceived Pressures 0.267 0.001 
Positive Symptoms 0.272 0.025 
Negative Symptoms 0.168 0.167 
Objective Social Outcomes -0.028 0.747 
Mania 0.508 <0.001 
Functioning -0.555 <0.001 
Therapeutic Alliance -0.138 0.129 
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3.4.3 Multivariate Analysis 
I excluded treatment satisfaction from the multivariate analysis because the 
scale was administered to patients shortly before or immediately after discharge 
when they had already experienced all of the coercive events included in the 
calculation of their accumulated coercive events score. A separate analysis of 
the baseline database found that “service users who were admitted 
involuntarily, who experienced physical coercion and lower levels of procedural 
justice were less satisfied” and that “the therapeutic relationship and the use of 
seclusion reliably predicted satisfaction with services” (Smith et al., 2014, p.38 
& 42). As coercive events during admission were significantly associated with 
subsequent ratings of treatment satisfaction at discharge in bivariate and 
multivariate analysis, testing the hypothesis that treatment satisfaction at 
discharge predicted the number of coercive events experienced previously 
during admission would be inconsistent with these findings. I excluded positive 
symptoms from the multivariate analysis because they were assessed in 
individuals with a psychotic disorder only. Likewise, I excluded mania from the 
multivariate analysis because it was assessed in individuals with bipolar 
affective or schizoaffective disorder only. The standard multiple regression 
model shows that lower levels of global functioning predicted higher levels of 
accumulated coercive events during admission. The model accounted for 
22.6% of the variance in accumulated coercive events (r square = 0.226). I 
present the results of the regression analysis in table 3.2 
 
Table 3.2: Standard multiple regression with accumulated coercive events 
as the dependent variable 
Characteristics during 
admission 
B t P value 
Hopelessness -0.351 -0.931 0.354 
Depression 0.159 0.643 0.522 
Harmful alcohol use or 
dependence 
1.064 0.144 0.142 
Insight -0.019 -0.186 0.853 
Procedural Justice -0.124 -1.23 0.222 
Perceived Pressures -0.154 -0.426 0.671 
Functioning 0.053 -2.154 0.034 
Diagnosis 0.328 0.518 0.6 
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3.5 Longitudinal Results of Observational Cohort Design: Study Two  
3.5.1 Overview 
In this section, I present the longitudinal findings of the observational cohort 
design, which constitutes study two of my thesis. I begin by describing the 
recruitment rates of the baseline and follow up interviews. Next, I present an 
analysis of attrition between baseline and follow up. Then I examine six 
outcomes of interest consecutively: subjective quality of life, inpatient days, 
service engagement, global functioning, objective social outcomes and 
therapeutic alliance. For each outcome I describe the sample in terms of the 
variable of interest, examine bivariate associations with baseline characteristics 
and report multivariate analysis if indicated.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
148 
 
3.6 Recruitment 
I previously described the recruitment procedure in the method of the 
observational cohort study (chapter two, section 2.6.6). Of the 162 patients who 
participated in the baseline interview during admission, 102 (63%) participated 
in the follow up interview one year after discharge. I present baseline and follow 
up recruitment rates in Figure 3.1 
 
Figure 3.1: Follow Up Recruitment Diagram of Observational Cohort 
Design 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Total interviewed at baseline = 162 
Total interviewed at follow up = 102  
Lost to follow up 
Emigrated/returned home = 1 
In prison = 1 
Offered interview but  
declined = 44 
Deceased = 6 
MDT advised no contact = 1 
Uncontactable = 7 
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3.7 Attrition Analysis 
Of the 162 participants included in the analysis, the 60 (37%) participants who 
did not complete the follow up interview were more likely to perceive more 
pressures during admission than the 102 (63%) participants who completed the 
baseline and follow up interviews (U = 2210, z = -2.069, p = 0.039). I present a 
comparison of participants who completed baseline and follow up interviews 
and participants who did not complete follow up interview in terms of all 
characteristics recorded at baseline in table 3.3. 
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Table 3.3:  Comparison of participants who completed baseline and follow 
up interviews and participants who did not complete follow up interview in 
terms of all characteristics recorded at baseline 
Characteristic during 
baseline admission 
Completed 
baseline and 
follow up 
interview 
(N = 102) 
 
Did not 
complete 
follow up 
interview 
(N = 60) 
 
Fisher’s Exact Test 
 N (%) N (%) 2  p 
Marital Status   1.08 0.95 
Married/Living as 
married  
26 (25) 14 (23)   
Widowed 2 (2) 0 (0)   
Divorced  5 (5) 3 (5)   
Separated  7 (7) 4 (7)   
Never Married 62 (61) 39 (65)   
     
Education   8.912 0.233 
Sixth class or less  0 (0) 3 (8)   
First to sixth year 
without graduating 
secondary school  
12 (16) 6 (16)   
Graduated secondary 
school or equivalent  
28 (37) 8 (21)   
Part university  12 (16) 7 (18)   
Graduated 2 year 
university  
6 (8) 2 (5)   
Graduated 4 year 
university  
10 (13) 8 (21)   
Part graduated 
professional training  
3 (4) 2 (5)   
Completed 
postgraduate 
university or 
professional training 
5 (7) 2 (5)   
     
Recovery Style   1.289 0.885 
Integration  21 (25) 9 (20)   
Tends towards 
integration 
26 (31) 14 (31)   
Mixed picture in which 
integration 
predominates 
23 (28) 13 (29)   
Mixed picture in which 
sealing over 
predominates 
9 (11) 5 (11)   
Tends toward sealing 
over 
4 (5) 4 (9)   
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Characteristic during 
baseline admission 
Completed 
baseline and 
follow up 
interview 
(N = 102) 
Did not 
complete 
follow up 
interview 
(N = 60) 
Fisher’s Exact 
Test 
 N (%) N (%) 2  p 
Depression   2.891 0.736 
Normal ups and downs   24 (33) 14 (35)   
Mild mood disturbance  14 (19) 6 (15)   
Borderline clinical 
depression  
4 (5) 3 (7)   
Moderate depression  15 (21) 8 (20)   
Severe depression  12 (16) 4 (10)   
Extreme depression 4 (6) 5 (13)   
Characteristic during 
baseline admission 
Completed 
baseline and 
follow up 
interview 
(N = 102) 
Did not 
complete 
follow up 
interview 
(N = 60) 
Pearson Chi-
Square 
 N (%) N (%) 2  df p 
Gender    0.159 1 0.69 
Male 56 (55) 31 (52)    
Female 46 (45) 29 (48)    
      
Legal Status   3.492 1 0.062 
Voluntary admission 58 (57) 25 (42)    
Involuntary admission 44 (43) 35 (58)    
      
Perceived Coercion 
Category 
  0.655 1 0.418 
Low perceived coercion 
(0-2 on MPCS)   
44 (43) 22 (37)    
High perceived coercion 
(3-5 on MPCS) 
58 (57) 38 (63)    
Comorbid Diagnosis      
Harmful substance use 
or dependence  
14 (14) 10 (17) 0.259 1 0.611 
Nil 88 (86) 50 (83)    
Harmful alcohol use or 
dependence 
18 (18) 13 (22) 0.394 1 0.53 
Nil 84 (82) 47 (78)    
      
Physical Coercion   3.101 1 0.078 
Experienced Restraint, 
Seclusion or Forced 
Medication 
17 (17) 17 (28)    
Nil 85 (83) 43 (72)    
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Characteristic during 
baseline admission 
Completed 
baseline and 
follow up 
interview 
(N = 102) 
Did not 
complete 
follow up 
interview 
(N = 60) 
Pearson Chi-Square 
 N (%) N (%) 2  df p 
Hopelessness   0.917 3 0.821 
Minimal hopelessness 38 (48) 21 (47)    
Mild hopelessness 14 (18) 11 (24)    
Moderate 
hopelessness 
14 (18) 7 (16)    
Severe hopelessness 13 (16) 6 (13)    
      
Treatment 
Satisfaction 
  6.134 3 0.105 
Poor satisfaction 3 (4) 5 (11)    
Fair satisfaction 13 (16) 5 (11)    
Good satisfaction 22 (27) 19 (40)    
Excellent satisfaction 44 (54) 18 (38)    
      
Diagnosis   0.336 1 0.562 
Anxiety or affective 
disorder 
53 (52) 34 (57)    
Psychotic disorder 49 (48) 26 (43)    
    
Characteristic during 
baseline admission 
Completed 
baseline and 
follow up 
interview 
(N = 102) 
Did not 
complete 
follow up 
interview 
(N = 60) 
Mann-Whitney U Test 
Median Median U z p 
Age 41 44 2957.5 -0.356 0.722 
ACE 1 2 2559 -1.792 0.073 
Number of Previous 
Admissions 
2 3 3058.5 -0.005 0.996 
Insight 10 10 2319 -0.496 0.620 
Perceived Coercion 
Score 
4 3 3056 -0.014 0.989 
Procedural Justice 15 14 2264.5 -0.852 0.394 
Perceived Pressures 1 (Mean rank: 
72)  
1 (Mean 
rank: 86) 
2210 -2.069 0.039 
Positive Symptoms 9 7 443.5 -0.963 0.335 
Objective Social 
Outcomes 
4 4 1968.5 -0.864 0.388 
Mania 30 34 206.5 -1.087 0.277 
Functioning 40 40 2826.5 -0.164 0.87 
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Characteristic during 
baseline admission 
Untransformed scores 
 
Independent samples 
t-test of transformed 
scores 
Median Median T df p 
Negative Symptoms 5.5 3 0.751 86 0.455 
Therapeutic Alliance 47 41 -1.367 120 0.174 
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3.8 Subjective Quality of Life    
 
3.8.1 Descriptive Statistics 
Of the 94 (58%) participants who completed the subjective quality of life 
assessment one year after discharge, the mean subjective quality of life score 
at follow up was 57 (S.D. = ±10) on a scale of 12-84 with higher scores 
indicating better subjective quality of life. I did not find any significant differences 
between the 94 (58%) patients who completed the assessment at follow up and 
the 68 (42%) who did not in terms of baseline characteristics.  
 
3.8.2 Bivariate Analysis 
Higher levels of subjective quality of life one year after discharge were 
associated with the following characteristics during admission: more 
hopefulness (2= 12.958, df = 3, p = 0.005), less depressive symptoms (2= 
18.117, df = 5, p = 0.003) and higher levels of perceived coercion (rs = 0.232, p 
= 0.024). I present the associations between subjective quality of life one year 
after discharge and all recorded characteristics during baseline admission in 
table 3.4  
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Table 3.4:  Subjective quality of life (sQoL) one year after discharge and all 
recorded characteristics during baseline admission 
Characteristic during admission Median 
sQoL one 
year after 
discharge 
Kruskal-Wallis 
Significance Test 
2  df p 
Marital Status  4.203 4 0.379 
Married/Living as married  55    
Widowed 45    
Divorced  62    
Separated  55    
Never Married 57    
     
Education  5.074 6 0.534 
First to sixth year without graduating 
secondary school  
57    
Graduated secondary school or 
equivalent  
57    
Part university  60    
Graduated 2 year university  53    
Graduated 4 year university  51    
Part graduated professional training  63    
Completed postgraduate university 
or professional training 
51    
     
Recovery Style  4.122 4 0.39 
Integration  60    
Tends towards integration 58    
Mixed picture in which integration 
predominates 
54    
Mixed picture in which sealing over 
predominates 
57    
Tends toward sealing over 62    
     
Hopelessness  12.958 3 0.005 
Minimal hopelessness 61    
Mild hopelessness 56    
Moderate hopelessness 52    
Severe hopelessness 45    
     
Depression  18.117 5 0.003 
Normal ups and downs   59    
Mild mood disturbance  62    
Borderline clinical depression  51    
Moderate depression  57    
Severe depression  45    
Extreme depression 55    
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Characteristic during admission Median 
sQoL one 
year after 
discharge 
Kruskal-Wallis 
Significance Test 
2  df p 
Treatment Satisfaction  0.959 3 0.811 
Poor satisfaction 54    
Fair satisfaction 58    
Good satisfaction 60    
Excellent satisfaction 57    
Characteristic during admission Median 
sQoL one 
year after 
discharge 
Mann-Whitney U Test 
U z p 
Legal Status  1018.5 -0.519 0.604 
Voluntary admission 57    
Involuntary admission 59    
     
Perceived Coercion Category  712 -2.769 0.006 
Low perceived coercion (0-2 on 
MPCS)   
54    
High perceived coercion (3-5 on 
MPCS) 
60    
     
Physical Coercion  516 -0.79 0.429 
Experienced Restraint, Seclusion or 
Forced Medication 
59    
Nil 57    
     
Diagnosis  1058 -0.352 0.725 
Anxiety or affective disorder 57    
Psychotic disorder 57    
     
Comorbid Diagnosis     
Harmful substance use or 
dependence  
54 355 -1.553 0.12 
Nil 58    
Harmful alcohol use or dependence 56 531.5 -1.467 0.142 
Nil 59    
     
Gender   911 -1.433 0.152 
Male 56    
Female 59    
Characteristic during admission Spearman rho rs   P value 
Accumulated coercive events score 0.189 0.069 
Age 0.074 0.477 
Number of Previous Admissions -0.131 0.21 
Insight -0.012 0.911 
Perceived Coercion Score 0.232 0.024 
Procedural Justice 0.039 0.722 
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Characteristic during admission Spearman rho rs   P value 
Perceived Pressures -0.029 0.79 
Positive Symptoms -0.194 0.212 
Negative Symptoms -0.168 0.277 
Objective Social Outcomes 0.134 0.236 
Mania 0.184 0.315 
Functioning -0.015 0.885 
Therapeutic Alliance 0.22 0.063 
 
3.8.3 Multivariate Analysis 
I used the continuous scale score rather than the dichotomous categorical 
variable of perceived coercion in the multivariate analysis because I originally 
categorised the continuous scale to calculate the accumulated coercive events 
score. The standard multiple regression model shows that higher levels of 
perceived coercion during admission predicts higher levels of subjective quality 
of life one year after discharge. The model accounted for 24.5% of the variance 
in subjective quality of life one year after discharge (r square = 0.245). I present 
the results of the regression analysis in table 3.5.  
 
Table 3.5: Standard multiple regression with subjective quality of life one 
year after discharge as the dependent variable 
Characteristics during 
admission 
B t P value 
Hopelessness -0.123 -0.964 0.337 
Depression 0.050 0.387 0.7 
Perceived coercion 0.475 5.366 <0.001 
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3.9 Inpatient Days 
 
3.9.1 Descriptive Statistics 
Of the 78 (48%) patients for whom data on the number of inpatient days 
between discharge and one year follow up was available, 39 (50%) patients 
were not readmitted, 26 (33%) were admitted once and 13 (17%) were admitted 
twice. Of the 39 out of 78 (50%) patients who were admitted in between 
discharge and one year follow up, the mean number of psychiatric admissions 
was 1 (SD=±0.5), the mean number of inpatient days was 47 (SD=±38) and 
ranged from 3 (minimum) to 180 (maximum) days. I did not find any significant 
differences between the 78 (48%) patients for whom data was available at 
follow up and the 84 (52%) for whom data was not available in terms of baseline 
characteristics. 
 
3.9.2 Bivariate Analysis 
More inpatient days between discharge and one year follow up were associated 
with the following characteristics during admission: involuntary admission (t = -
3.09, df = 37, p = 0.004), male gender (t = -2.217, df = 33.186, p = 0.034), more 
accumulated coercive events (rs = 0.49, p = 0.002) and lower levels of 
functioning (rs = -0.357, p = 0.03). Patients who experienced at least one 
episode of restraint, seclusion or forced medication had more inpatient days 
between discharge and one year follow up relative to those who did not (t = 
2.949, 37, p = 0.005). I present associations between number of inpatient days 
between discharge and one year follow up and all characteristics recorded 
during baseline admission in table 3.6  
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Table 3.6: Bivariate associations between number of inpatient days 
between discharge and one year follow up and all characteristics 
recorded during baseline admission 
Characteristic 
during admission 
Untransformed 
median of 
inpatient days 
One-way between groups 
analysis of variance in 
logarithmic transformation of 
inpatient days 
  F Df P  
Marital Status  0.106 4 0.98 
Married/Living as 
married  
4    
Widowed 15    
Divorced  21    
Separated  11    
Never Married 2    
     
Education  0.578 5 0.716 
First to sixth year 
without graduating 
secondary school  
0    
Graduated secondary 
school or equivalent  
11    
Part university  0    
Graduated 2 year 
university  
23    
Graduated 4 year 
university  
10    
Part graduated 
professional training  
0    
Completed 
postgraduate 
university or 
professional training 
28    
     
Recovery Style  2.042 4 0.12 
Integration  0    
Tends towards 
integration 
0    
Mixed picture in which 
integration 
predominates 
0    
Mixed picture in which 
sealing over 
predominates 
20    
Tends toward sealing 
over 
0    
Sealing over 0    
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Characteristic during 
admission 
Untransformed 
median of 
inpatient days 
One-way between groups 
analysis of variance in 
logarithmic transformation of 
inpatient days 
  F Df P  
Hopelessness  0.19 3 0.902 
Minimal hopelessness 0    
Mild hopelessness 0    
Moderate 
hopelessness 
5    
Severe hopelessness 6    
     
Depression  0.746 4 0.571 
Normal ups and 
downs   
0    
Mild mood disturbance  0    
Borderline clinical 
depression  
24    
Moderate depression  30    
Severe depression  9    
Extreme depression 0    
     
Treatment 
Satisfaction 
 0.369 3 0.776 
Poor satisfaction 12    
Fair satisfaction 0    
Good satisfaction 12    
Excellent satisfaction 0    
Characteristics 
during admission 
Untransformed 
median of 
inpatient days 
Independent samples t-test of 
transformed scores 
  t df p 
Legal Status  -3.09 37 0.004 
Voluntary admission 0    
Involuntary admission 23    
     
Perceived Coercion 
Category 
 -1.920 37 0.063 
Low perceived 
coercion (0-2 on 
MPCS)   
6    
High perceived 
coercion (3-5 on 
MPCS) 
0    
     
Physical Coercion  2.949 37 0.005 
Experienced 
Restraint, Seclusion or 
Forced Medication 
40    
Nil 0    
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Characteristics 
during admission 
Untransformed 
median of 
inpatient days 
Independent samples t-test of 
transformed scores 
  t df p 
Diagnosis  -1.326 37 0.193 
Anxiety or affective 
disorder 
0    
Psychotic disorder 5    
     
Comorbid Diagnosis     
Harmful substance 
use or dependence  
3 -0.525 37 0.603 
Nil 2    
Harmful alcohol use 
or dependence 
5 -1.528 37 0.135 
Nil 0    
     
Gender   -2.217 33.186 0.034 
Male 7    
Female 0    
Characteristics 
during admission 
Spearman rho rs   P value 
Accumulated coercive 
events score 
0.49 0.002 
Age -0.101 0.541 
Number of Previous 
Admissions 
0.223 0.173 
Insight 0.055 0.766 
Perceived Coercion 
Score 
0.258 0.113 
Procedural Justice -0.149 0.402 
Perceived Pressures 0.268 0.115 
Positive Symptoms 0.059 0.834 
Objective Social 
Outcomes 
-0.122 0.498 
Mania -0.057 0.823 
Functioning -0.357 0.03 
Characteristics 
during admission 
Pearson P value 
Negative Symptoms 0.421 0.104 
Therapeutic Alliance 0.195 0.341 
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3.9.3 Multivariate Analysis 
I excluded legal status and physical coercion from the multivariate analysis 
because these factors were included in the accumulated coercive events score, 
which was included in the analysis. The standard multiple regression model 
shows that higher levels of accumulated coercive events and male gender 
during admission predicts more inpatient days between discharge and one year 
follow up. The model accounts for 32.1% of the variance in inpatient days 
between discharge and one year follow up (r square = 0.321). I present the 
results of the regression analysis in table 3.7  
 
Table 3.7: Standard multiple regression with inpatient days between 
discharge and one year follow up as the dependent variable 
Characteristics during 
admission 
B t P value 
Gender 0.358 2.464 0.019 
Accumulated coercive events 0.449 2.96 0.006 
Functioning -0.122 -0.809 0.424 
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3.10 Service Engagement 
 
3.10.1 Descriptive Statistics 
Of the 60 (37%) patients who completed the assessment of service 
engagement one year after discharge, the mean engagement score was 14 
(SD=±10) on a scale of 0 to 42 with higher values indicating poorer 
engagement. Scores ranged from 0(min) to 37(max). I conducted an attrition 
analysis to determine any significant differences between the 60 (37%) patients 
for whom data was available at follow up and the 102 (63%) for whom data was 
not available in terms of baseline characteristics. I found that data was less 
likely to be available for patients with higher objective social outcomes during 
admission (U=1568, z = -2.983, p = 0.003). 
 
3.10.2 Bivariate Analysis 
Participants who had a co-morbid diagnosis of alcohol dependence or misuse 
during admission had poorer levels of engagement one year after discharge 
relative to those who did not (t = 2.016, df = 58, p = 0.048). I present the 
associations between service engagement one year after discharge and 
recorded characteristics during admission in table 3.8  
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Table 3.8: Bivariate associations between service engagement one year 
after discharge and recorded characteristics during admission 
Characteristic 
during admission 
Untransformed 
median of 
engagement 
scores 
One-way between groups analysis of 
variance in logarithmic 
transformation of engagement 
scores 
  F Df P 
Marital Status  2.331 4 0.067 
Married/Living as 
married  
15    
Widowed 0    
Divorced  11    
Separated  6    
Never Married 16    
     
Education  1.137 5 0.357 
First to sixth year 
without graduating 
secondary school  
11    
Graduated 
secondary school 
or equivalent  
16    
Part university  9    
Graduated 2 year 
university  
7    
Graduated 4 year 
university  
19    
Completed 
postgraduate 
university or 
professional 
training 
26    
     
Recovery Style  1.917 4 0.125 
Integration  16    
Tends towards 
integration 
16    
Mixed picture in 
which integration 
predominates 
7    
Mixed picture in 
which sealing over 
predominates 
17    
Tends toward 
sealing over 
8    
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Characteristic 
during admission 
Untransformed 
median of 
engagement 
scores 
One-way between groups analysis 
of variance in logarithmic 
transformation of engagement 
scores 
  F Df P 
Hopelessness  0.115 3 0.951 
Minimal 
hopelessness 
16    
Mild hopelessness 18    
Moderate 
hopelessness 
11    
Severe hopelessness 12    
     
Depression  1.324 5 0.275 
Normal ups and 
downs   
16    
Mild mood 
disturbance  
12    
Borderline clinical 
depression  
29    
Moderate depression  11    
Severe depression  10    
Extreme depression 9    
     
Treatment 
Satisfaction 
 0.347 3 0.791 
Poor satisfaction 20    
Fair satisfaction 15    
Good satisfaction 13    
Excellent satisfaction 12    
Characteristics 
during admission 
Untransformed 
median of 
inpatient days 
Independent samples t-test of 
transformed scores 
  t df p 
Legal Status  -1.144 58 0.258 
Voluntary admission 11    
Involuntary 
admission 
16    
     
Perceived Coercion 
Category 
 0.452 58 0.653 
Low perceived 
coercion (0-2 on 
MPCS)   
12    
High perceived 
coercion (3-5 on 
MPCS) 
13    
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Characteristics 
during admission 
Untransformed 
median of 
inpatient days 
Independent samples t-test of 
transformed scores 
  t df p 
Physical Coercion  -0.505 58 0.615 
Experienced 
Restraint, 
Seclusion or 
Forced Medication 
10    
Nil 13    
     
Diagnosis  -1.164 58 0.249 
Anxiety or affective 
disorder 
11    
Psychotic disorder 15    
     
Comorbid 
Diagnosis 
    
Harmful substance 
use or dependence  
10 -0.617 58 0.54 
Nil 13    
Harmful alcohol use 
or dependence 
24 2.016 58 0.048 
Nil 11    
     
Gender   0.334 58 0.739 
Male 13    
Female 11    
 Spearman rho rs   P value 
Accumulated 
coercive events 
score 
0.033 0.805 
Age 0.054 0.682 
Number of Previous 
Admissions 
0.187 0.152 
Insight -0.042 0.766 
Perceived Coercion 
Score 
-0.122 0.355 
Procedural Justice -0.241 0.079 
Perceived 
Pressures 
0.146 0.284 
Positive Symptoms 0.186 0.325 
Objective Social 
Outcomes 
-0.125 0.373 
Mania 0.157 0.534 
Functioning -0.147 0.267 
 Pearson P value 
Negative 
Symptoms 
0.165 0.345 
Therapeutic 
Alliance 
-0.064 0.681 
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3.11 Global Functioning 
 
3.11.1 Descriptive Statistics 
Of the 157 (97%) participants who completed the global assessment of 
functioning during admission, the mean score was 40 ± 13. Of the 94 (58%) 
participants who completed the global assessment of functioning one year after 
discharge, the mean score was 62 ± 19. I categorised a difference in at least 
ten units between baseline and follow up on the scale of 0-100 with higher 
scores indicating better global functioning as a clinically significant change. Of 
the 91(56%) participants who completed the global assessment of functioning at 
baseline and follow up, functioning between admission and one year after 
discharge declined in 7 (8%), remained the same in 20 (22%) and improved in 
64 (70%) individuals. I did not find any significant differences between the 91 
(56%) patients who completed baseline and follow up assessment and the 71 
(44%) who did not in terms of baseline characteristics. 
 
3.11.2 Bivariate Analysis 
An increase of at least ten units on the global assessment of functioning scale 
of 0-100 between admission and one year after discharge was associated with 
the following characteristics during admission: less depressive symptoms (2= 
15.394, p = 0.037), involuntary legal status (2= 7.825, p = 0.017), more 
accumulated coercive events (2= 8.035, df = 2 p = 0.018), better objective 
social outcomes (2= 9.441, df = 2 p = 0.009) and lower levels of functioning 
(2= 8.130, df = 2 p = 0.017). Higher levels of positive symptoms during 
admission were associated with an improvement in global functioning one year 
after discharge in patients with a diagnosis of a psychotic disorder (2= 10.489, 
df = 2 p = 0.005). Patients who experienced at least one episode of restraint, 
seclusion or forced medication were more likely to achieve an improvement in 
functioning than those who did not (2= 4.403, p = 0.09). I present the 
associations between characteristics during admission and change in 
functioning between admission and one year after discharge in table 3.9  
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Table 3.9: Bivariate associations between characteristics during 
admission and change in functioning between admission and one year 
after discharge 
Characteristic 
during admission 
Change in functioning one 
year after discharge 
Fishers Exact Test 
Worse N 
(%) 
Same 
N (%)  
Better 
N (%) 
2  p 
      
Marital Status    5.724 0.646 
Married/Living as 
married  
1(14) 4 (20) 16 
(25) 
  
Widowed 0 (0) 0 (0) 2 (3)   
Divorced  0 (0) 1 (5) 4 (6)   
Separated  2 (29) 2 (10) 3 (5)   
Never Married 4 (57) 13 (65) 39 
(61) 
  
      
Education    15.084 0.151 
First to sixth year 
without graduating 
secondary school  
2 (40) 3 (19) 8 (17)   
Graduated 
secondary school or 
equivalent  
0 (0) 7 (44) 15 
(31) 
  
Part university  0 (0) 3 (19) 10 
(21) 
  
Graduated 2 year 
university  
0 (0) 1 (6) 2 (4)   
Graduated 4 year 
university  
1 (20) 1 (6) 11 
(23) 
  
Part graduated 
professional training  
1 (20) 0 (0) 0 (0)   
Completed 
postgraduate 
university or 
professional training 
1 (20) 1 (6) 2 (4)   
      
Recovery Style    12.386 0.07 
Integration  2 (40) 0 (0) 15 
(27) 
  
Tends towards 
integration 
1 (20) 4 (29) 21 
(38) 
  
Mixed picture in 
which integration 
predominates 
1 (20) 7 (50) 12 
(22) 
  
Mixed picture in 
which sealing over 
predominates 
1 (20) 3 (21) 4 (7)   
Tends toward 
sealing over 
0 (0) 0 (0) 3 (6)   
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Characteristic 
during admission 
Change in functioning one 
year after discharge 
Fishers Exact Test 
 Worse N 
(%) 
Same 
N (%)  
Better 
N (%) 
2  p 
Hopelessness    8.176 0.159 
Minimal 
hopelessness 
2 (40) 3 (21) 27 (49)   
Mild hopelessness 0 (0) 3 (21) 13 (24)   
Moderate 
hopelessness 
1 (20) 4 (29) 9 (16)   
Severe 
hopelessness 
2 (40) 4 (29) 6 (11)   
      
Depression    15.394 0.037 
Normal ups and 
downs   
0 (0) 2 (18) 15 (31)   
Mild mood 
disturbance  
1 (25) 0 (0) 10 (21)   
Borderline clinical 
depression  
0 (0) 1 (9) 2 (4)   
Moderate depression  0 (0) 2 (18) 13 (27)   
Severe depression  3 (75) 4 (36) 6 (13)   
Extreme depression 0 (0) 2 (18) 2 (4)   
      
Treatment 
Satisfaction 
   1.838 0.977 
Poor satisfaction 0 (0) 0 (0) 3 (6.5)   
Fair satisfaction 1 (17) 2 (11) 6 (13)   
Good satisfaction 1 (17) 5 (28) 11 (24)   
Excellent satisfaction 4 (67) 11 (61) 26 (56.5)   
      
Legal Status    7.825 0.017 
Voluntary admission 7 (100)  12 
(60) 
30 (47)   
Involuntary 
admission 
0 (0) 8 (40) 34 (53)   
      
Perceived Coercion 
Category 
   3.58 0.158 
Low perceived 
coercion (0-2 on 
MPCS)   
4 (57) 11 (55) 22 (34)   
High perceived 
coercion (3-5 on 
MPCS) 
3 (43) 9 (45) 42 (66)   
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Characteristic 
during admission 
Change in functioning one 
year after discharge 
Fishers Exact Test 
 Worse N 
(%) 
Same 
N (%)  
Better 
N (%) 
2  p 
Physical Coercion    4.403 0.09 
Experienced 
Restraint, Seclusion 
or Forced 
Medication 
0 (0) 1 (5) 15 (23)   
Nil 7 (100) 19 
(95) 
49 (77)   
Diagnosis    1.48 0.507 
Anxiety or affective 
disorder 
2 (29) 10 
(50) 
24 (53)   
Psychotic disorder 5 (71) 10 
(50) 
30 (50)   
      
Comorbid 
Diagnosis 
     
Harmful substance 
use or dependence  
0 (0) 3 (15) 8 (12) 0.695 0.774 
Nil 7 (100) 17 
(85) 
56 (88)   
Harmful alcohol use 
or dependence 
1 (14) 6 (30) 10 (16) 2.165 0.32 
Nil 6 (86) 14 
(70) 
54 (84)   
      
Gender     1.754 0.435 
Male 5 (71) 13 
(65) 
33 (52)   
Female 2 (29) 7 (35) 31 (48)   
Characteristic 
during admission 
Change in functioning one 
year after discharge 
Kruskal-Wallis 
Significance Test 
Worse Same Better 
Median Scores 2 df p 
Accumulated 
Coercive Events  
0 1 1 8.035 2 0.018 
Age 53 41.5 39.5 4.304 2 0.116 
Number of Previous 
Admissions 
4 1.5 2 0.551 2 0.759 
Insight 10 10.5 10 0.943 2 0.624 
Perceived Coercion 2 1.5 4 5.217 2 0.74 
Procedural Justice 16 15 14 1.911 2 0.385 
Perceived 
Pressures 
1 1 1 0.811 2 0.667 
Positive Symptoms 2 6 10 10.489 2 0.005 
Objective Social 
Outcomes 
3.5 3 4 9.441 2 0.009 
Mania 12 10 33 3.840 2 0.147 
Functioning 50 45 39.5 8.130 2 0.017 
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Characteristic 
during admission 
Change in functioning one 
year after discharge 
One-way between 
groups analysis of 
transformed scores 
variance 
Worse Same Better 
Untransformed Median  
F Df p 
Negative Symptoms 3 7 6 0.816 2 0.449 
Therapeutic Alliance 37 48 48 0.274 2 0.761 
 
3.11.3 Multivariate Analysis 
I excluded legal status from the multivariate analysis because it was included in 
the accumulated coercive events score, which was included in the analysis. I 
excluded positive symptoms from the multivariate analysis because they were 
assessed in patients with a diagnosis of a psychotic disorder only.  
The ordinal regression model shows that better objective social outcomes and 
lower global functioning during admission reliably predicted improved global 
functioning one year after discharge. The odds for improved functioning one 
year after discharge was 3.08 times higher per unit increase in the objective 
social outcomes index during admission (OR = 3.08, 95% C.I. = 1.298-7.308) 
and 87% higher per unit decrease on the global assessment of functioning 
scale during admission (95% C.I. = 0.791- 0.951). I present the results of the 
ordinal regression in table 3.10  
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Table 3.10: Ordinal regression with change in global functioning between 
admission and one year after discharge as the dependent variable 
 Estimate S.E Wald df P 
value 
Odds 
ratios 
95% 
Confidence 
intervals 
Lower Upper 
Accumulated 
coercive 
events 
0.221 0.176 1.565 1 0.211 1.247 0.882 1.761 
Objective 
social 
outcomes 
1.125 0.441 6.513 1 0.011 3.080 1.298 7.308 
Global 
functioning 
-0.142 0.047 9.146 1 0.002 0.868 0.791 0.951 
Normal ups 
and downs   
0.182 1.542 0.014 1 0.906 1.2 0.058 24.631 
Mild mood 
disturbance  
0.727 1.655 0.193 1 0.66 2.069 0.0808 53.038 
Borderline 
clinical 
depression   
-1.718 1.832 0.88 1 0.348 0.179 0.005 6.501 
Moderate 
depression   
1.152 1.528 0.569 1 0.451 3.165 0.158 63.307 
Severe 
depression  
-0.67 1.326 0.255 1 0.613 0.512 0.038 6.883 
Full data was available for 56 (35%) of all participants and the model 
significantly predicted change in global functioning between admission and one 
year after discharge (omnibus chi square test = 33.323, df = 8 , p <0.0001).  
The model accounted for between 42% and 59% of the variance in change in 
global functioning between admission and one year after discharge. 
 
3.11.4 Mediation Analysis 
I found that lower functioning predicted a greater number of accumulated 
coercive events during admission and an improvement in functioning one year 
after discharge. In addition, I found that an improvement in functioning one year 
after discharge was associated with higher accumulated coercive events during 
admission. Based on these findings I formulated the hypothesis that the 
association between accumulated coercive events during admission and 
improvement in functioning one year after discharge was mediated by lower 
levels of functioning during admission. I tested this hypothesis using mediation 
analysis that I previously described in the methodology of this study (chapter 
two, section 2.13.5). I found that lower levels of functioning during admission did 
not mediate the association between accumulated coercive events during 
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admission and improvement in functioning one year after discharge (B = 
0.0229, t (90) 1.2091, p = 0.2299). 
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3.12 Objective Social Outcomes 
 
3.12.1 Descriptive Statistics 
Of the 137 (85%) patients who completed the objective social outcomes index 
during admission, the median score was 4 (IQR = 2). Of the 96 (59%) patients 
who completed the objective social outcomes index one year after discharge, 
the median score was 3 (IQR = 1). I categorised a difference in at least 1 unit 
between baseline and follow up on an ordinal scale of 0-6 with higher scores 
indicating better objective social outcomes as a clinically significant change. Of 
the 82 (51%) patients who completed the index during admission and one year 
after discharge, objective social outcomes declined in 34 (41%), remained the 
same in 36 (44%) and improved in 12 (15%) individuals. I conducted an attrition 
analysis to determine any significant differences between the 82 (51%) patients 
who completed baseline and follow up assessment and the 80 (49%) who did 
not in terms of baseline characteristics. I found that the following characteristics 
at baseline were associated with patients who did not complete baseline and 
follow up assessment: less procedural justice (U= 2183, z = -1.97, p =0.049) 
and more perceived pressures (U= 2374, z = -2.175, p =0.03). 
 
3.12.2 Bivariate Analysis 
An increase in at least one unit on the objective social outcomes index of 0-6 
was associated with worse objective social outcomes (2 = 10.973, df = 2, p = 
0.004) and being married or living as married during admission (2= 12.959, p = 
0.048). I did not conduct multivariate regression because living as married 
partially confounded the partnership domain of the objective social outcomes 
index. I present associations between change in objective social outcomes 
between admission and one year after discharge and characteristics during 
admission in table 3.11  
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Table 3.11: Bivariate associations between change in objective social 
outcomes between admission and one year after discharge and 
characteristics during admission 
Characteristic 
during admission 
Change in objective social 
outcomes one year after 
discharge 
Fisher’s Exact Test 
Worse Same  Better 2  p 
 N (%) N (%) N (%)   
Marital Status    12.959  0.048 
Married/Living as 
married  
8 (23) 10 
(28) 
3 (25)   
Widowed 0 (0) 2 (6) 0 (0)   
Divorced  0 (0) 4 (11) 0 (0)   
Separated  0 (0) 3 (8) 2 (17)   
Never Married 26 (77) 17 
(47) 
7 (58)   
      
Education    12.303 0.355 
First to sixth year 
without graduating 
secondary school  
2 (8) 7 (26) 1 (10)   
Graduated 
secondary school 
or equivalent  
11 (42) 6 (22) 3 (30)   
Part university  2 (8) 6 (22) 2 (20)   
Graduated 2 year 
university  
3 (11) 1 (4) 0 (0)   
Graduated 4 year 
university  
5 (19) 5 (19) 2 (20)   
Part graduated 
professional 
training  
2 (8) 0 (0) 0 (0)   
Completed 
postgraduate 
university or 
professional 
training 
1 (4) 2 (7) 2 (20)   
      
Recovery Style    7.425 0.463 
Integration  10 (36) 4 (14) 3 (27)   
Tends towards 
integration 
10 (36) 8 (28) 4 (36)   
Mixed picture in 
which integration 
predominates 
1 (4) 4 (14) 1 (9)   
Mixed picture in 
which sealing over 
predominates 
1 (3) 4 (14) 1 (9)   
Tends toward 
sealing over 
1 (4) 1 (3) 0 (0)   
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Characteristic 
during admission 
Change in objective 
social outcomes one year 
after discharge 
Fisher’s Exact Test 
 Worse Same  Better 2  p 
 N (%) N (%) N (%)   
Comorbid 
Diagnosis 
   1.555 0.5 
Harmful substance 
use or dependence  
5 (15) 4 (11) 0 (0)   
Nil 29 (85) 32 
(89) 
12 (100)   
      
Hopelessness    5.531 0.488 
Minimal 
hopelessness 
15 (52) 10 
(34) 
4 (36)   
Mild hopelessness 7 (24) 6 (21) 2 (18)   
Moderate 
hopelessness 
2 (7) 8 (28) 3 (27)   
Severe 
hopelessness 
5 (17) 5 (17) 2 (18)   
      
Depression    9.554 0.451 
Normal ups and 
downs   
10 (40) 5 (20) 3 (30)   
Mild mood 
disturbance  
5 (20) 4 (16) 0 (0)   
Borderline clinical 
depression  
2 (8) 1 (4) 1 (10)   
Moderate 
depression  
3 (12) 7 (28) 4 (40)   
Severe depression  4 (16) 7 (28) 1 (10)   
Extreme depression 1 (4) 1 (4) 1 (10)   
      
Treatment 
Satisfaction 
   3.946 0.717 
Poor satisfaction 2 (7) 1 (3) 0 (0)   
Fair satisfaction 2 (7) 7 (23) 1 (10)   
Good satisfaction 6 (22) 7 (23) 3 (30)   
Excellent 
satisfaction 
17 (63) 15 
(50) 
6 (60)   
Characteristic 
during admission 
Change in objective 
social outcomes one year 
after discharge 
Pearson Chi-Square 
 Worse Same  Better 2  df p 
 N (%) N (%) N (%)    
Gender     1.033 2 0.597 
Male 19 (56) 18 
(50) 
8 (67)    
Female 15 (44) 18 
(50) 
4 (33)    
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Characteristic 
during admission 
Change in objective social 
outcomes one year after 
discharge 
Pearson Chi-Square 
 Worse Same  Better 2  df p 
 N (%) N (%) N (%)    
Legal Status    2.486 2 0.288 
Voluntary 
admission 
19 (56) 24 
(67) 
5 (42)    
Involuntary 
admission 
15 (44) 12 
(33) 
7 (58)    
       
Perceived 
Coercion 
Category 
   1.112 2 0.573 
Low perceived 
coercion (0-2 on 
MPCS)   
13 (38) 18 
(50) 
6 (50)    
High perceived 
coercion (3-5 on 
MPCS) 
21 (62) 18 
(50) 
6 (50)    
       
Comorbid 
Diagnosis 
   0.087 2 0.957 
Harmful alcohol 
use or dependence 
7 (21) 7 (19) 2 (17)    
Nil 27 (80) 29 
(81) 
10 (83)    
       
Physical Coercion    1.906 2 0.386 
Experienced 
Restraint, 
Seclusion or 
Forced Medication 
8 (24) 4 (11) 2 (17)    
Nil 26 (76) 32 
(89) 
10 (83)    
       
Diagnosis    0.426 2 0.808 
Anxiety or affective 
disorder 
19 (56) 21 
(58) 
8 (67)    
Psychotic disorder 15 (44) 15 
(42) 
4 (33)    
Characteristic 
during admission 
Median Scores Kruskal-Wallis 
Significance Test 
Worse  Same Better 2  df p 
Accumulated 
Coercive Events 
1 1 1 2.589 2 0.274 
Age 40 40.5 49.5 2.548 2 0.28 
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Characteristic 
during admission 
Median Scores Kruskal-Wallis 
Significance Test 
 Worse  Same Better 2  df p 
Number of 
Previous 
Admissions 
1 1 4 0.96 2 0.619 
Insight 10.25 10 10 0.012 2 0.994 
Perceived Coercion 3 2.5 2.5 0.237 2 0.888 
Procedural Justice 15 16 16 0.866 2 0.648 
Perceived 
Pressures 
1 1 1 2.305 2 0.316 
Positive Symptoms 9 8 8 0.234 2 0.889 
Objective Social 
Outcomes 
5 3.5 3 10.973 2 0.004 
Mania 26 31.5 40 3.166 2 0.205 
Functioning 35 45 40 4.144 2 0.126 
Characteristic 
during admission 
Untransformed median 
scores 
One-way between 
groups analysis of 
transformed scores 
variance 
Worse  Same Better 
F Df P 
Negative 
Symptoms 
5 6 6 1.206 2 0.311 
Therapeutic 
Alliance 
45 52 39 0.324 2 0.725 
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3.13 Therapeutic Alliance 
 
3.13.1 Descriptive Statistics 
Of the 122 (75%) patients who rated their therapeutic alliance with their treating 
consultant psychiatrist during admission, the mean score was 45 (SD=±16). Of 
the 78 (48%) patients who rated their therapeutic alliance with their treating 
consultant psychiatrist one year after discharge, the mean score was 46 
(SD=±13). I categorised a difference of at least 12 units on a scale of -4 to 68 
with higher scores indicating better therapeutic alliance as clinically significant 
change. In the 60 (37%) patients who completed the assessment at baseline 
and follow up, patient ratings of their therapeutic alliance with their treating 
consultant psychiatrist deteriorated in 8 (13%), remained the same in 42 (70%) 
and improved in 10 (17%) dyads. I conducted an attrition analysis to determine 
any significant differences between the 60 (37%) patients who completed 
baseline and follow up assessment and the 102 (63%) who did not in terms of 
baseline characteristics. I found that the following characteristics at baseline 
were associated with patients who did not complete baseline and follow up 
assessment: higher levels of perceived coercion (2= 4.712, df=1, p=0.03), less 
satisfaction with treatment (2= 8.019, df=3, p= 0.046) and higher levels of  
perceived pressures (U= 2157, z = -2.428, p =0.015). 
 
3.13.2 Bivariate Analysis 
Worse alliance ratings during admission was associated with an improvement in 
patient rated therapeutic alliance between admission and one year after 
discharge (F = 9.986, df = 2, p<0.001). I present associations between change 
in patient rated therapeutic alliance between admission and one year after 
discharge and characteristics during admission in table 3.12 
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Table 3.12: Bivariate associations between change in patient rated 
therapeutic alliance between admission and one year after discharge and 
characteristics during admission 
Characteristic 
during 
admission 
Change in therapeutic alliance 
one year after discharge 
Fisher’s Exact Test 
 Worse Same  Better 2  P 
 N (%) N (%) N (%)   
Marital Status    3.644 0.956 
Married/Living as 
married  
2 (25) 11 (26) 2 (20)   
Widowed 0 (0) 1 (2) 0 (0)   
Divorced  0 (0) 2 (5) 0 (0)   
Separated  1 (12.5) 3 (7) 0 (0)   
Never Married 5 (62.5) 25 (60) 8 (80)   
      
Education    7.302 0.888 
First to sixth year 
without graduating 
secondary school  
1 (12.5) 3 (10) 0 (0)   
Graduated 
secondary school 
or equivalent  
3 (37.5) 12 (39) 4 (44)   
Part university  2 (25) 5 (16) 3 (33)   
Graduated 2 year 
university  
0 (0) 2 (6.5) 0 (0)   
Graduated 4 year 
university  
2 (25) 5 (16) 0 (0)   
Part graduated 
professional 
training  
0 (0) 1 (3) 1 (11)   
Completed 
postgraduate 
university or 
professional 
training 
0 (0) 3 (10) 1 (11)   
      
Recovery Style    3.67 0.937 
Integration  2 (33) 10 (25) 3 (30)   
Tends towards 
integration 
2 (33) 13 
(32.5) 
3 (30)   
Mixed picture in 
which integration 
predominates 
1 (17) 12 (30) 2 (20)   
Mixed picture in 
which sealing over 
predominates 
1 (17) 3 (7.5) 2 (20)   
Tends toward 
sealing over 
0 (0) 2 (5) 0 (0)   
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Characteristic 
during 
admission 
Change in therapeutic alliance 
one year after discharge 
Fisher’s Exact Test 
 Worse Same  Better 2  P 
 N (%) N (%) N (%)   
Hopelessness    4.171 0.665 
Minimal 
hopelessness 
4 (67) 18 (47) 4 (40)   
Mild hopelessness 0 (0) 8 (21) 1 (10)   
Moderate 
hopelessness 
2 (33) 6 (16) 3 (30)   
Severe 
hopelessness 
0 (0) 6 (16) 2 (20)   
      
Depression    4.923 0.969 
Normal ups and 
downs   
1 (25) 13 (35) 3 (33)   
Mild mood 
disturbance  
0 (0) 6 (16) 2 (22)   
Borderline clinical 
depression  
1 (25) 3 (8) 0 (0)   
Moderate 
depression  
1 (25) 6 (16) 2 (22)   
Severe 
depression  
1 (25) 6 (16) 1 (11)   
Extreme 
depression 
0 (0) 3 (8) 1 (11)   
      
Treatment 
Satisfaction 
   8.493 0.146 
Poor satisfaction 0 (0) 0 (0) 1 (14)   
Fair satisfaction 0 (0) 5 (15) 0 (0)   
Good satisfaction 0 (0) 9 (27) 2 (29)   
Excellent 
satisfaction 
7 (100) 19 (58) 4 (57)   
      
Legal Status    3.53 0.191 
Voluntary 
admission 
3 (37.5) 22 (52) 8 (80)   
Involuntary 
admission 
5 (62.5) 20 (48) 2 (20)   
      
Gender     0.449 0.784 
Male 5 (62.5) 22 (52) 6 (60)   
Female 3 (37.5) 20 (48) 4 (40)   
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Characteristic 
during 
admission 
Change in therapeutic alliance 
one year after discharge 
Fisher’s Exact Test 
 Worse Same  Better 2  P 
 N (%) N (%) N (%)   
Comorbid 
Diagnosis 
     
Harmful 
substance use or 
dependence  
1 (12.5) 5 (12) 1 (10) 0.316 1 
Nil 7 (87.5) 37 (88) 9 (90)   
Harmful alcohol 
use or 
dependence 
2 (25) 3 (7) 3 (30) 5.004 0.057 
Nil 6 (75) 39 (93) 7 (70)   
Physical 
Coercion 
   1.903 0.421 
Experienced 
Restraint, 
Seclusion or 
Forced Medication 
0 (0) 9 (21) 1 (10)   
Nil 8 (100) 33 (79) 9 (90)   
Diagnosis    1.488 0.449 
Anxiety or 
affective disorder 
3 (37.5) 25 
(59.5) 
5 (50)   
Psychotic disorder 5 (62.5) 17 
(40.5) 
5 (50)   
Perceived 
Coercion 
Category 
   0.146 1 
Low perceived 
coercion (0-2 on 
MPCS)   
4 (50) 22 (52) 5 (50)   
High perceived 
coercion (3-5 on 
MPCS) 
4 (50) 20 (48) (50)   
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Median Score Worse Same Better Kruskal-Wallis 
Significance Test 
2 df P 
Accumulated 
coercive events  
1.5 1 0.5 0.783 2 0.676 
Age 41.5 40.5 45.5 0.724 2 0.696 
Number of 
Previous 
Admissions 
3 2 3.5 0.570 2 0.752 
Insight 10 10 11.5 0.227 2 0.893 
Perceived 
Coercion 
2.5 2 2 0.119 2 0.942 
Procedural Justice 13 16 15 5.79 2 0.055 
Perceived 
Pressures 
1 1 1 5.164 2 0.076 
Positive 
Symptoms 
10 7.5 3 2.251 2 0.324 
Objective Social 
Outcomes 
4 4 4 2.056 2 0.358 
Mania 20 34 20 0.559 2 0.756 
Functioning 30 40 52 5.41 2 0.067 
Characteristic 
during 
admission 
Untransformed median scores One-way between 
groups analysis of 
transformed scores 
variance 
F Df P 
 Worse Same Better    
Negative 
Symptoms 
6 5 7 0.085 2 0.919 
Therapeutic 
Alliance 
59 47 34 9.986 2 <0.001 
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3.14 Discussion of Observational Cohort Design: Studies One and Two  
3.14.1 Overview 
In this section, I discuss the findings of the observational cohort design which 
constitutes studies one and two of my thesis. I begin by summarising my main 
findings. Next, I specify my conclusions in terms of my previously stated 
hypotheses, research aims and objectives and research questions. Then I 
compare my findings with previously published research. I conclude by 
discussing the strengths and limitations of the study and detailing research and 
clinical implications of the findings.   
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3.15 Summary of Results 
 
3.15.1 Study One: Baseline Findings 
Of the 162 involuntary and voluntarily admitted psychiatric inpatients included in 
the analysis, 110 (68%) experienced at least one coercive event during 
admission. Lower levels of global functioning predicted higher levels of 
accumulated coercive events during admission when I controlled for multiple 
clinical and demographic factors.  
 
3.15.2 Study Two: Longitudinal Findings 
Subjective Quality of Life 
The mean subjective quality of life score was 63% of the best possible score 
one year after discharge. Higher levels of perceived coercion during admission 
predicted higher levels of subjective quality of life one year after discharge when 
I controlled for multiple clinical and demographic factors. 
 
3.15.3 Inpatient days 
A total of 39 (50%) patients were not readmitted, 26 (33%) were admitted once 
and 13 (17%) were admitted twice in between discharge and one year follow 
up. Of the 39 patients who were readmitted, the mean number of inpatient days 
was 47 (SD=±38). Higher levels of accumulated coercive events and male 
gender during admission predicted more inpatient days between discharge and 
one year follow up when I controlled for multiple clinical and demographic 
factors. 
 
3.15.4 Service Engagement 
The mean engagement score was 67% of the best possible score one year 
after discharge. Individuals with a co-morbid diagnosis of alcohol dependence 
or misuse during admission had significantly poorer levels of engagement one 
year after discharge relative to those who did not. 
 
3.15.5 Global Functioning 
The mean global functioning score was 40% of the best possible score during 
admission and 62% one year after discharge. Functioning between admission 
and one year after discharge declined in 7 (8%), remained the same in 20 
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(22%) and improved in 64 (70%) individuals. Better objective social outcomes 
and lower global functioning during admission reliably predicted improved global 
functioning one year after discharge when I controlled for multiple clinical and 
demographic factors. 
 
3.15.6 Objective Social Outcomes 
The median objective social outcomes index score was 67% of the best 
possible score during admission and 50% one year after discharge. Objective 
social outcomes between admission and one year after discharge declined in 
34 (41%), remained the same in 36 (44%) and improved in 12 (15%) 
individuals. Individuals who had lower objective social outcomes and who were 
married or living as married during admission were more likely to have improved 
objective social outcomes one year after discharge.  
 
3.15.7 Patient-rated therapeutic alliance with their treating consultant 
psychiatrist  
The mean therapeutic alliance score was 63% of the best possible score during 
admission and 64% one year after discharge. Therapeutic alliance between 
admission and one year after discharge deteriorated in 8 (13%), remained the 
same in 42 (70%) and improved in 10 (17%) dyads. Poorer alliance ratings 
during admission was associated with an improved alliance between admission 
and one year after discharge. 
 
3.16 Hypothesis Test Conclusions 
3.16.1 Study One: Baseline Hypothesis 
The hypothesis that I was testing in the baseline study (study one) was that 
more severe positive symptoms and poorer global functioning predicted more 
accumulated coercive events during psychiatric admission. This hypothesis was 
partially supported by the results. Specifically, the standard multiple regression 
model shows that lower levels of global functioning predicted higher levels of 
accumulated coercive events during admission. More accumulated coercive 
events were associated with higher levels of positive symptoms in individuals 
with a psychotic disorder (rs = 0.272, p = <0.025). However, I could not include 
positive symptoms in the multivariate analysis because they were assessed in 
individuals with a psychotic disorder only. 
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3.16.2 Study Two: Longitudinal Hypotheses 
The hypotheses that I tested in the longitudinal study (study two) were that: 
 
 Higher levels of accumulated coercive events during psychiatric 
admission predict a deterioration in patient-rated therapeutic alliance 
between the patient and their responsible consultant psychiatrist in 
between admission and one year after discharge 
 
This hypothesis was not supported by the results. Specifically, higher levels of 
accumulated coercive events during psychiatric admission were not associated 
with a deterioration in patient-rated therapeutic alliance between the patient and 
their responsible consultant psychiatrist in between admission and one year 
after discharge (2 = 0.783, df = 2, p = 0.676). 
 
 Higher levels of accumulated coercive events during psychiatric 
admission predict more inpatient days in between admission and one 
year after discharge 
 
This hypothesis was supported by the results. Specifically, the standard multiple 
regression model shows that higher levels of accumulated coercive events and 
male gender during admission predicts more inpatient days between discharge 
and one year follow up. 
 
 Higher levels of accumulated coercive events during psychiatric 
admission predict worse clinician-rated service engagement one year 
after discharge. 
 
This hypothesis was not supported by the results. Specifically, higher levels of 
accumulated coercive events during psychiatric admission were not associated 
with worse clinician-rated service engagement one year after discharge  (rs  = 
0.033, p = 0.805) 
 
 Higher levels of accumulated coercive events during psychiatric 
admission predict improved global functioning one year after discharge 
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This hypothesis was not supported by the results. Specifically, more 
accumulated coercive events was associated with improved global functioning 
one year after discharge (2= 8.035, df = 2 p = 0.018), However, this 
association lost significance in the multivariate analysis. In addition, lower 
functioning during admission did not mediate the relationship between more 
accumulated coercive events during admission and improved functioning one 
year after discharge. 
 
 Higher levels of accumulated coercive events during psychiatric 
admission predict improved objective social outcomes one year after 
discharge 
 
This hypothesis was not supported by the results. Specifically, igher levels of 
accumulated coercive events during psychiatric admission were not associated 
with improved objective social outcomes one year after discharge (2= 2.589, df 
= 2 p = 0.274), 
 
 Higher levels of accumulated coercive events during psychiatric 
admission predict higher levels of subjective quality of life one year after 
discharge 
 
This hypothesis was not supported by the results. Specifically, higher levels of 
accumulated coercive events during psychiatric admission predict higher levels 
of subjective quality of life one year after discharge (rs = 0.189, p = 0.069). 
 
3.17 Research Aims and Objectives Conclusions 
The research aim of the baseline study (study one) was to describe the level of 
accumulated coercive events during psychiatric admission and associated 
characteristics. I achieved this aim through three research objectives. Firstly, I 
described the sample in terms of demographic and clinical characteristics 
during psychiatric admission. The results of this analysis are presented in this 
chapter, section 3.3. Secondly, I described the level of perceived coercion, 
involuntary admission, seclusion, forced medication and physical restraint 
during psychiatric admission. The prevalence of these coercive measures within 
the sample are presented in this chapter, table 3.0. Thirdly, I determined the 
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level of accumulated coercive events and associated characteristics. I 
presented the results of this analysis in this chapter, section 3.4. 
The overall research aim of the longitudinal study (study two) was to examine 
the impact of accumulated coercive events during psychiatric admission on 
outcomes up to one year after discharge. I achieved this aim through seven 
research objectives. Specifically, I presented the amount of change in patient-
rated therapeutic alliance between the patient and their responsible consultant 
psychiatrist in between admission and one year after discharge and associated 
patient characteristics during admission in this chapter, section 3.13. I 
presented the number of inpatient days in between admission and one year 
after discharge and associated patient characteristics during admission in this 
chapter, section 3.9. I presented the level of clinician-rated service engagement 
one year after discharge and associated patient characteristics during 
admission in this chapter, section 3.10. I presented the amount of change in 
global functioning between admission and one year after discharge and 
associated patient characteristics during admission in this chapter, section 3.11. 
I presented the amount of change in objective social outcomes between 
admission and one year after discharge and associated patient characteristics 
during admission this chapter, section 3.12. I presented the level of subjective 
quality of life one year after discharge and associated patient characteristics 
during admission in chapter three, sections 3.8. Finally, I reported whether 
accumulated coercive events during admission are associated with any of these 
outcomes throughout this chapter. 
 
3.18 Research Question Conclusions 
The main research question of the baseline study (study one) was: 
 
“What clinical and demographic characteristics determine the level of 
accumulated coercive events experienced by patients during psychiatric 
admission?” 
 
I presented the answer to this research question in this chapter, section 3.3. In 
summary, of the 162 involuntary and voluntarily admitted psychiatric inpatients 
included in the analysis, 110 (68%) experienced at least one coercive event 
during admission. Lower levels of global functioning predicted higher levels of 
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accumulated coercive events during admission when I controlled for multiple 
clinical and demographic factors.  
 
The main research question of the longitudinal study (study two) was: 
 
“What is the impact of accumulated coercive events during admission on 
different outcomes up to one year after discharge?” 
 
I presented the answer to this research question throughout this chapter. In 
summary, higher levels of accumulated coercive events had predictive utility for 
one of the six outcomes examined in the longitudinal study. Specifically, higher 
levels of accumulated coercive events and male gender during admission 
predicted more inpatient days between discharge and one year follow up. 
Higher levels of accumulated coercive events during admission was not 
associated with the level of subjective quality of life or clinician-rated service 
engagement as assessed at one year after discharge. In addition, higher levels 
of accumulated coercive events during admission was not associated with 
improvements in global functioning, objective social outcomes or patient rated 
therapeutic alliance with their treating consultant psychiatrist between 
admission and one year after discharge.  
 
3.19 Comparison with Previous Literature 
3.19.1 Study One: Baseline Findings 
In comparison to my finding that 110 out of 162 (68%) patients experienced at 
least one coercive event during admission, the study that first published the 
accumulated coercive events algorithm found an equivalent rate of 76 out of 94 
(81%) in patients who were admitted to a Norwegian psychiatric hospital from 
1998/1999 (Iversen et al., 2007). The only other study that used the 
accumulated coercive events algorithm found an equivalent rate of 147 out of 
233 (63%) in patients who were admitted to four Swedish psychiatric units from 
1997-1999 (Kjellin and Wallsten, 2010). I hypothesise that the differences in 
rates of at least one coercive event between these studies reflects differences 
in coercive practices across countries that are governed by different legislative 
frameworks. For example, outpatient commitment orders and orally 
administered involuntary medication were included in the calculation of the 
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algorithm for the Norwegian sample but not in the Irish or Swedish sample. The 
hypothesis that I was testing in the baseline study was that more severe 
positive symptoms and poorer global functioning predicted more accumulated 
coercive events during psychiatric admission. This hypothesis was partially 
supported by the results and is consistent with previous literature. Specifically, 
my finding that lower levels of global functioning predicted higher levels of 
accumulated coercive events during admission when I controlled for multiple 
clinical and demographic factors was broadly consistent with the Norwegian 
study. Iversen et al. (2007) reported that patients who experienced one coercive 
event were more likely to have higher psychiatric symptoms as assessed by the 
brief psychiatric rating scale and lower global functioning in comparison to 
patients who experienced no coercive events. These associations were the 
results of t-tests uncorrected for multiple testing error and the global functioning 
was reported as a non-significant trend. My finding confirms the predictive utility 
of functional impairment as a determinant of coercive events during admission 
when multiple clinical and demographic are controlled for. The study undertaken 
in Sweden did not examine determinants of accumulated coercive events during 
admission (Kjellin and Wallsten, 2010).  
 
3.20 Study Two: Longitudinal Findings 
3.20.1 Subjective Quality of Life 
The hypothesis that I was testing in relation to this outcome was that higher 
levels of accumulated coercive events during psychiatric admission predict 
higher levels of subjective quality of life one year after discharge. That this 
hypothesis was not supported by the results is consistent with Kohigashi M et 
al. (2013) who reported no relationship between legal status, perceived 
coercion or physical coercion (i.e. restraint, forced medication and seclusion) 
and subjective quality of life during admission. Interpreted together, these 
findings suggest that coercion during admission has no impact on subjective 
quality of life during admission or at one year after discharge. However, other 
studies have reported different results. For example, Soininen et al. (2013) 
reported that patients who experienced seclusion and restraint during admission 
had significantly better subjective quality of life at discharge in comparison to 
patients who did not experience seclusion or restraint. In addition, Swanson et 
al. (2003) found that in patients assigned to outpatient commitment orders after 
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discharge from psychiatric admission, perceived coercion experienced 
throughout the year between discharge and one year follow up had a 
detrimental effect on subjective quality of life. While these studies may appear 
to report contradictory findings about the impact of coercion on subjective 
quality of life, I hypothesise that the reason for the different results is attributable 
to differences in methods of calculating coercion across studies. For example, 
Kohigashi M et al. (2013) examined legal status and perceived coercion 
separately and combined seclusion, restraint and forced medication. Swanson 
et al. (2003) combined outpatient commitment orders and perceived coercion. 
Soininen et al. (2013) combined seclusion and restraint. I calculated coercion 
during admission by combining legal status, perceived coercion, seclusion, 
restraint and forced medication. This hypothesis also partially explains my 
finding that higher levels of perceived coercion during admission (but not 
accumulated coercive events) predicted higher levels of subjective quality of life 
one year after discharge when I controlled for multiple clinical and demographic 
factors. In addition, I hypothesise that the reason that higher levels of perceived 
coercion during admission predicted higher rather than lower levels of 
subjective quality of life one year after discharge was because I could not 
include participants with a first episode of psychosis in my sample. If I had 
included participants with a first episode of psychosis in my sample I 
hypothesise that there would have been a greater distinction between psychotic 
and affective/anxiety disorders in terms of subjective quality of life for two 
reasons. Firstly, the only other significant associations with higher levels of 
subjective quality of life one year after discharge were less hopelessness and 
less depressive symptoms during admission. Secondly, previous research has 
found a significant improvement in subjective quality of life among patients with 
first episode psychosis up to two years after baseline assessment and this 
improvement was associated with a decrease in depressive symptoms (Melle et 
al., 2010).  
My finding that the mean subjective quality of life score was 63% of the best 
possible score one year after discharge was similar to an equivalent follow up 
score of 67% in psychiatric patients one year after involuntary admission using 
the same scale (Priebe et al., 2011a). The authors suggest that this favourable 
outcome could be due to “successful adaptation to a disadvantaged living 
situation” (Priebe et al., 2011a, p.383). This hypothesis also appears to explain 
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my findings, especially because there was a general deterioration in objective 
social outcomes between discharge and one year follow up. To explain this 
discrepancy between subjective and objective assessments, previous authors 
have proposed the standard drift fallacy:  
 
“a hypothesis proposing that patients with chronic disorders adjust their 
standards downwards to reduce the gap between their expectations and 
their achievements leading to higher self-rated quality of life”. (Slade et 
al., 2005, p.260) 
 
This hypothesis would appear to explain the discrepancy between favourable 
subjective quality of life ratings and a deterioration in objective social outcomes 
in my sample.  
 
3.20.2 Readmission and inpatient days 
A census of Irish psychiatric units found that on a particular date in 2013, 1651 
out of 2401 (69%) currently admitted inpatients had been previously admitted at 
least once (Daly et al., 2013). I found that 50% of patients were readmitted and 
50% of patients were not in the year between discharge and follow up in my 
sample. I hypothesise that the lower rate of readmissions in my sample is due 
to differences in design between studies. Specifically, my observational cohort 
study collected data on the level of individual patients as I tracked them over 
time. In contrast, the cross-sectional census collected data on the level of 
psychiatric units as it investigated admissions on one particular date. This 
hypothesis is supported by previous cohort studies that have found similar rates 
of readmission to mine. For example, Rosca et al. (2006) reported that 48% of 
patients whose first admission was voluntary and 60% of patients whose first 
admission was involuntary were readmitted to Israeli psychiatric units within ten 
years after admission. In addition, Zhang et al. (2011) reported that 46% of 
patients were readmitted to psychiatric units in Melbourne in the year following 
index discharge. However, there are significant discrepancies between the rates 
of readmission reported across studies with some reporting rates as low as 13% 
(Vigod et al., 2013). I hypothesise that the reason for this wide variation across 
studies is due to differences in study design including the length of the study 
period, countries in which the study is located and their underlying legal 
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frameworks and criteria for including patients in the data analysis such as legal 
status of index admission.  
My finding that of the 39 patients who were readmitted, the mean number of 
inpatient days was 47 (SD=±38) is comparable with previous findings that the 
median number of inpatient days between baseline and one year follow up was 
43 days (Lerner and Zilber, 2010). It was not possible to compare mean values, 
as the study did not report them. Cunningham (2012) found a mean number of 
65 inpatient days in patients who were readmitted involuntarily three or more 
times per calendar year in Ireland from 2007-2010. I hypothesise this number is 
higher than my finding of 39 inpatient days because I included both voluntary 
and involuntary patients in my sample whereas Cunningham (2012) included 
involuntary patients who were readmitted involuntarily three or more times per 
calendar year only. 
Previous studies have reported associations between male gender and 
readmission rates in acute geriatric psychiatric units up to 20 months after 
discharge (Woo et al., 2006), patients with schizophrenia up to one year after 
discharge (Mahendran et al., 2005) and patients admitted for psychiatric 
reasons up to 14 days and also up to five years after discharge (Lin et al., 
2010). Lin et al. (2010) hypothesise that male patients are more likely to be 
readmitted because previous studies have reported a higher prevalence of 
substance and alcohol abuse among male patients relative to female patients 
and alcohol and substance abuse is a risk factor for readmission. This 
hypothesis partially explains my finding that male gender predicted more 
inpatient days between discharge and one year follow up when I controlled for 
multiple clinical and demographic factors, especially because individuals in my 
sample with a co-morbid diagnosis of alcohol dependence or misuse during 
admission had significantly poorer levels of engagement one year after 
discharge relative to those who did not. However, a co-morbid diagnosis of 
substance abuse or alcohol abuse was not associated with a higher number of 
inpatient days in my sample. I hypothesise that this is because I analysed 
comorbid substance and alcohol abuse separately rather than in combination 
and I used number of inpatient days as the outcome measure rather than 
whether the patient was readmitted or not in the year after discharge.  
The hypothesis that I was testing in relation to this outcome was that higher 
levels of accumulated coercive events during psychiatric admission predict 
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more inpatient days in between admission and one year after discharge. While 
my hypothesis was supported by my results, it is not possible to compare my 
finding with other research as no previous studies have examined the 
relationship between accumulated coercive events and number of inpatient 
days. However, previous studies have reported associations between length of 
stay, readmission and components of the accumulated coercive events 
algorithm such as involuntary admission and seclusion (Blais et al., 2003, 
Ithman MH et al., 2014). It could be that in comparison to female patients who 
experienced less coercive events during baseline admission, male patients who 
experienced more coercive events were perceived as a greater risk to 
themselves or others in subsequent admissions. Clinicians may have therefore 
been more reluctant to discharge these patients, which resulted in their 
relatively greater number of inpatient days. 
 
3.20.3 Service Engagement 
My finding that the mean engagement score was 67% of the best possible 
score one year after discharge is not directly comparable with previous research 
as other studies used different subgroup analysis, diagnosis-based exclusion 
criteria and measures of service engagement. For example, Tait et al. (2003) 
reported mean engagement scores in patients with psychosis using the same 
scale as I did ranging from 36% of the best possible score in patients with a 
sealing over recovery style and 81% in patients with an integrated recovery 
style. O'Donoghue et al. (2011) measured engagement by categorising rates of 
attendance at outpatient appointments in the year after discharge from 
involuntary admission as adherent (>75%) or non-adherent (<75%). This study 
was conducted from 2007-2008 in one of the same hospitals that my data was 
collected from. A total of 65% of patients were categorised as adherent 
(O'Donoghue et al., 2011). 
I hypothesise that individuals with a co-morbid diagnosis of alcohol dependence 
or misuse during admission had significantly poorer levels of engagement one 
year after discharge relative to those who did not because previous research 
has reported associations between co-morbid substance abuse including 
alcohol and less compliance with medication in patients with psychotic disorders 
(Proudfoot et al., 2003). It may be that the co-morbid alcohol abuse in my 
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sample attenuated symptom severity and general psychological and social 
disorganisation and these factors led to poorer service engagement. 
The hypothesis that I was testing in relation to this outcome was that higher 
levels of accumulated coercive events during psychiatric admission predict 
worse clinician-rated service engagement one year after discharge. This 
hypothesis was not supported by the results. It is not possible to compare this 
with previous research as no previous studies have tested hypotheses about 
accumulated coercive events and engagement. However, O'Donoghue et al. 
(2011) reported that neither involuntary admission nor physical coercion 
predicted patient reported willingness to engage with services at discharge or 
actual engagement up to 15 months after discharge. Similarly, I also found that 
neither perceived coercion, legal status, physical coercion nor the accumulated 
amount of all of these coercive events have any impact on engagement one 
year after discharge. Considered in combination, the results by O'Donoghue et 
al., 2011 and the results of this thesis suggest that both singular and 
accumulated experiences of coercion during admission have no impact on 
willingness to engage or actual engagement with services up to 15 months after 
discharge. This finding may be clinically counter-intuitive, as it could appear to a 
practicing clinician that applying force and pressure on patients to go along with 
their treatment may put them off engaging with services in the future. However, 
this appears not to be the case. I hypothesise that patients are not more 
reluctant to engage with services after experiencing coercion because the 
coercion facilitates effective treatment that, in turn, improves the patient’s 
insight into their condition and need for treatment. This hypothesis is further 
supported by O'Donoghue et al. (2011) who found that greater insight at 
discharge predicted better engagement in the 15 months after discharge when 
multiple clinical and demographic factors were controlled for. I hypothesise that 
I did not find a similar association in my sample because I could not include 
patients with first episode psychosis in my sample. If I included patients with 
first episode psychosis in my sample, I suspect that I would have found a 
stronger association between insight, diagnostic category (i.e. affective/anxiety 
or psychotic disorder) and engagement in the year after discharge. This 
hypothesis is supported by O'Donoghue et al. (2011) who also reported 
significantly better engagement with services 15 months after discharge in 
individuals with an anxiety/affective relative to a psychotic disorder. 
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Finally, I found that data for the service engagement scale was less likely to be 
available for patients with higher objective social outcomes during admission. 
This could be because people who had higher objective social outcomes were 
less likely to be engaged with services at the follow up interview and therefore 
an assessment of engagement could not be completed. This is supported by my 
finding that better objective social outcomes at baseline predicted an 
improvement in functioning. It could be that these patients were relatively well 
and no longer needed to attend a mental health service.  
 
3.20.4 Global Functioning 
Priebe et al. (2011a) found that the mean global functioning score improved 
significantly from 34% of the best possible score in baseline involuntary 
admission to 50% one year after discharge, a difference of 16%. Similarly, I 
found that the mean global functioning score was 40% of the best possible 
score during admission and 62% one year after discharge, a difference of 22%. 
I hypothesise that I found higher baseline and follow up scores and a 
percentage increase because I included both voluntary and involuntary patients 
but Priebe et al. (2011a) included involuntarily admitted patients only.  
My finding that functioning improved between admission and one year after 
discharge in 64 (70%) patients is comparable to Kjellin and Wallsten (2010) who 
found that 121 (58%) patients improved at discharge or after three weeks of 
care, whichever was earliest. While Kjellin and Wallsten (2010) used similar 
exclusion criteria and investigated accumulated coercive events, I hypothesise 
that my rate of functional improvement was higher because I assessed 
improvement at one year after discharge rather than at a maximum of three 
weeks of care. This hypothesis is supported by Priebe et al. (2011a) as they 
found significant cumulative improvements in functioning from baseline 
involuntary admission at 1 month, 3 months and 1 year after discharge.  
My finding that lower global functioning during admission reliably predicted 
improved global functioning one year after discharge when I controlled for 
multiple clinical and demographic factors is similar to Kjellin and Wallsten 
(2010) who found that lower functioning and greater psychiatric symptoms 
predicted improved functioning. Kjellin and Wallsten (2010) hypothesised that 
this was due to a ‘floor effect’ for patients who were the most unwell in the 
sample. Similarly, I hypothesise that lower global functioning during admission 
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reliably predicted improved global functioning one year after discharge because 
patients with lower global functioning had greater potential to improve in the 
year after admission than patients who had higher functioning scores at 
baseline.  
The hypothesis that I was testing in relation to this outcome was that higher 
levels of accumulated coercive events during psychiatric admission predict 
improved global functioning one year after discharge. That this hypothesis was 
not supported by the results could be explained by an assumption that all 
patients received the appropriate treatment. It could be that coercion facilitated 
the administration of treatment in individuals who refused treatment but lacked 
capacity due to their mental disorder. If coercion was not used these individuals 
could have had worse outcomes one year after discharge. An alternative 
hypothesis is that functional improvement occurred independently of treatment 
because extreme values tend towards the average when they are measured a 
second time (Streiner, 2001). Dixon et al. (1997) hypothesised that patients who 
live alone are more likely to be readmitted to hospital in the year after discharge 
because they are more likely to depend on mental health services in times of 
crises as they have less social support than individuals who live with others. 
Similarly, I hypothesise that better objective social outcomes reliably predicted 
improved global functioning one year after discharge when I controlled for 
multiple clinical and demographic factors because patients with better objective 
social outcomes at baseline had a more supportive social network through living 
with others, socialising with friends and maintaining employment in the year 
after discharge.   
 
3.20.5 Objective Social Outcomes 
I found that the median objective social outcomes index score was 67% of the 
best possible score during admission and 50% one year after discharge, a 
decrease of 17%. Priebe et al. (2011a) found the mean objective social 
outcomes index score was 52% of the best possible score during admission 
and 50% one year after discharge, a small but statistically significant decrease 
of 2%. I hypothesise that my baseline score was higher because I calculated 
the median and included voluntary and involuntary patients but Priebe et al. 
(2011a) calculated the mean and included involuntary patients only. My finding 
that objective social outcomes declined while functioning improved one year 
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after discharge may appear paradoxical because there could be a conceptual 
overlap in the constructs that are measured by both assessments. However, 
Priebe et al. (2011a) also found a corresponding decline in objective social 
outcomes after functional improvement in involuntary patients. Priebe et al. 
(2011a) suggest that:  
 
“this may reflect a continuous increase in social disabilities and an 
ongoing tendency towards social exclusion in patients with severe and 
often persistent mental illnesses, who – because of a negative attitude 
towards psychiatric treatment – may not access available care options” 
(Priebe et al., 2011a, p.384) 
 
Similarly, I hypothesise that this paradoxical finding could be due to social 
exclusion. For example, service users may not have gained employment 
despite their improved functioning one year after discharge due to disability 
related employment history gaps. My finding that objective social outcomes 
between admission and one year after discharge declined in 34 (41%), 
remained the same in 36 (44%) and improved in 12 (15%) individuals is not 
directly comparable with previous studies due to how rates of improvement 
were reported. However, Priebe et al. (2008) reported that over study periods of 
18–24 months the proportion of patients who improved or declined ranged from 
58% - 78% across three samples from Germany, Sweden and the UK. The 
equivalent rate was 56% in my sample. I hypothesise that the variance in rates 
of change across countries is due to differences between study designs such as 
length of study period and exclusion criteria. I hypothesise that my finding that 
individuals who had lower objective social outcomes during admission were 
more likely to have improved objective social outcomes one year after 
discharge is due to a floor effect, as individuals with lower scores at baseline 
had greater potential to improve at follow up. My finding that individuals who 
were married or living as married during admission were more likely to have 
improved objective social outcomes one year after discharge is similar to 
previous findings that marriage or cohabitation is associated with higher quality 
of life scores (Han et al., 2014).  I hypothesise that individuals who were 
married or living as married during admission were more likely to have improved 
objective social outcomes one year after discharge because they had more 
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opportunities to access indicators of high quality of life throughout the year after 
discharge than individuals who were not married or cohabiting. Examples of 
these high quality of life indicators include socialising with friends, independent 
accommodation and living with others. All of these indicators would increase a 
participant’s score on the objective social outcomes index. The hypothesis that I 
was testing in relation to this outcome was that higher levels of accumulated 
coercive events during psychiatric admission predict improved objective social 
outcomes one year after discharge. That this hypothesis was not supported by 
the results cannot be directly compared with other research as no previous 
studies have examined the impact of accumulated coercive events on 
subjective quality of life. However, Priebe et al. (2011b) found that higher levels 
of perceived coercion in involuntary patients predicted better social outcomes 
one year after discharge. The authors hypothesise that this finding may be due 
to the sense of “realism” that is reflected by the perception of coercion during an 
involuntary admission, which is explicitly coercive. This sense of “realism” may 
inform patient’s capacity to improve their life situation and motivation to avoid 
further coercive admissions. It could be that I did not find a similar association 
because this ‘sense’ of realism is not as prominent when both involuntary and 
voluntary patients are compared. 
3.20.6 Patient-rated therapeutic alliance with their treating consultant 
psychiatrist  
I found that the mean therapeutic alliance score during admission was 45 
(SD=±16) which was 63% of the best possible score. However, it is difficult to 
compare this score directly with previously published research which used the 
working alliance inventory in inpatient psychiatric units because many of the 
studies modified different versions of the scale without describing how the 
scores were calculated, the exact version of the scale that was modified or the 
minimum and maximum values. For example, Cookson et al. (2012) used a 
version of the Working Alliance Inventory Short From which was modified for 
assessing the alliance between patients and unit staff overall. There are two 
versions of the short form but the version used in this study was not reported. 
They found that the mean therapeutic alliance score was 50.31 in patients who 
were categorised as aggressive and 56.46 in patients who were categorised as 
not aggressive in an acute psychiatric unit in Melbourne, Australia but did not 
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specify minimum or maximum values of the scale (Cookson et al., 2012). 
Likewise, a study conducted with patients admitted to the Irish National 
Forensic Mental Health Service modified the Working Alliance Inventory Short 
Form so that it could be completed by both patients and treating clinicians. The 
study found that the mean patient rated score of their alliance with their 
consultant psychiatrist was 56.1 for patients who were not in remission and 65.4 
for patients who were in remission. However, the minimum and maximum 
values of the scale or the version of the short form that was modified was not 
specified (Donnelly et al., 2011). Accordingly, I hypothesise that that the 
differences in these scores across studies are due to differences across 
modified assessment versions and how the scores were calculated. 
I found that the mean therapeutic alliance score one year after discharge was 
46 (SD=±13) which was 64% of the best possible score. It is difficult to compare 
this score with other research that used the working alliance inventory in a 
community sample of psychiatric patients because previous studies used 
different exclusion criteria. For example, Wykes et al. (2013) reported a mean 
patient-rated working alliance with the prescribing psychiatrist score of 48.2. 
This study was based on analysis of data from a randomised control trial 
designed to test differences between risperidone long acting injections and oral 
atypical antipsychotic medication in patients with schizophrenia.  
My finding that therapeutic alliance between admission and one year after 
discharge deteriorated in 8 (13%), remained the same in 42 (70%) and 
improved in 10 (17%) dyads is also difficult to compare with previous research 
due to differences in rating scales used, how the change in alliance was 
calculated and the time period of the study. For example, Hansson and 
Berglund (1992) found that therapeutic alliance between admission and 
discharge deteriorated in 30.2%, remained the same in 28.3% and improved in 
41.5% of patients. This study used a different assessment of therapeutic 
alliance and a different method of categorising whether the alliance had 
improved, declined or remained the same. Accordingly, I hypothesise that the 
differences in the rates of alliance change between these studies is due to 
differences in assessments used, study periods and methods used for 
categorising change.  
The hypothesis that I was testing in relation to this outcome was that higher 
levels of accumulated coercive events during psychiatric admission predict 
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deterioration in patient-rated therapeutic alliance between the patient and their 
responsible consultant psychiatrist in between admission and one year after 
discharge. That this hypothesis was not supported by the results cannot be 
compared directly with other studies as no previous research has examined the 
impact of accumulated coercive events on therapeutic alliance. However, 
Wykes et al. (2013) found that receiving an antipsychotic depot injection had a 
detrimental impact on therapeutic alliance and suggested that this was because 
these patients experienced more coercion than patients who did not receive 
long acting injections. I hypothesise that I did not find similar results because 
the experience of coercion during admission may not be significant enough on 
its own to cause deterioration in alliance one year after discharge. In addition, it 
could be that patients in my sample did not view their treating psychiatrists who 
they met at outpatient appointments as responsible for the coercion that they 
experienced during their admission.  
 
3.21 Strengths and Limitations 
A strength of this study is that I measured clinical and demographic variables 
that were not assessed in previous studies that examined accumulated coercive 
events. In addition, I examined the impact of accumulated coercive events on 
outcomes that were not previously investigated one year after discharge. 
Finally, my rate of attrition (37%) was less than previously published studies 
examining the impact of coercive interventions on outcomes one year after 
discharge (e.g. Priebe et al., 2011b; 50%). 
A limitation of this study was that there is some evidence that the results might 
have differed if participants who were lost to follow up remained in the study. 
Specifically, I found that the 60 (37%) participants who did not complete the 
follow up interview were more likely to perceive more pressures during 
admission than the 102 (63%) participants who completed the baseline and 
follow up interviews (U = 2210, z = -2.069, p = 0.039). It could be that the 
perception of pressure during admission made patients more reluctant to attend 
the follow up interview. If these individuals had been included in the follow up 
study, I may have detected a stronger relationship between perceived 
pressures and the outcome measures that I examined at one year after 
discharge. However, there were no differences between participants who did 
not complete the follow up interview and participants who completed the 
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baseline and follow up interviews in terms of any other baseline factors 
including any components of the accumulated coercive events algorithm.  
Another limitation is that there is some evidence that results might have been 
different if full data was available for two assessments in particular. Specifically, 
I found that objective social outcomes data was less likely to be available for 
patients who experienced less procedural justice and more perceived pressures 
during admission. I also found that patients who did not complete both the 
baseline and follow up therapeutic alliance assessment were more likely to 
perceive more coercion and pressures and feel less satisfied with treatment 
during admission. I might have found a statistically stronger relationship 
between the impact of coercion on change in objective social outcomes and 
therapeutic alliance if this missing data was included in the analysis. 
Another limitation of this study is that I could not include individuals with a 
diagnosis of first episode psychosis. If I could have included these individuals, I 
hypothesise that I would have found a greater distinction between psychotic and 
anxiety/affective disorders in terms of subjective quality of life. I discussed this 
hypothesis in further detail previously in this chapter, section 3.20.1. I also 
propose that I might have found a more significant relationship between insight 
during admission and engagement in the year after discharge if patients with 
first episode psychosis could have been included in the analysis. I discussed 
this in further detail previously in this chapter, section 3.20.3. Likewise, my 
finding that a comorbid diagnosis of alcohol abuse was associated with less 
coercion may be surprising because aggression is associated with coercion 
(Raboch et al., 2010) and alcohol misuse is weakly associated with aggression 
in addition to younger age and psychosis (Cornaggia et al., 2011). I hypothesise 
that this was also due to the exclusion of patients with first episode psychosis, 
as they also tend to be younger (Selvendra et al., 2014).  However, this 
association lost significance in the multivariate analysis. 
A further limitation of study one in particular was that I did not measure other 
variables that could explain coercive events during admission such as risk to 
self or others, aggression, violence or psychopathy. If I had included these 
variables I may have found that they were stronger predictors of coercive 
events during admission than functioning. In addition, I did not collect data that 
could be used to explain the problematic behaviours that led to coercive events 
in terms of functional analysis, defence mechanisms or cognitive deficits. These 
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are important frameworks for understanding problem behaviours that lead to 
coercive events as they could lead to more effective interventions for reducing 
coercion (Bowers et al. 2014). 
Finally, a key limitation of these findings is that they are based on previously 
constructed ideas about what constitutes coercion and they fail to provide a 
thick descriptive narrative based on patient’s lived experience of coercion. To 
address this limitation, in study three of this thesis I conducted qualitative 
interviews with a group of patients who completed the baseline and follow up 
interviews in the observational cohort design to describe a patient-generated 
conceptualisation of pressure throughout mental health treatment.  
 
3.22 Research Implications 
As the rates of at least one coercive event in this study differed to rates found in 
studies that used the accumulated coercive events algorithm and were based in 
other countries, future research should refine the accumulated coercive events 
algorithm so that standardised comparisons can be applied across countries.  
As I found that accumulated coercive events did not predict functional 
improvement one year after discharge, future research should investigate 
whether coercion facilitates the administration of efficacious treatment in 
individuals who refuse treatment but lack capacity to consent or functional 
improvement occurs independently of treatment. 
As I found an overall decline in objective quality of life and an improvement in 
global functioning one year after discharge, future research should examine the 
impact of accumulated coercive events on the following outcome measures that 
were not included in this study:  the Social and Occupational Functioning 
Assessment Scale (Rybarczyk, 2011) and the Brief Psychiatric Rating Scale 
(Overall and Gorham, 1962). Administration of these scales in addition to the 
outcome measures used in this study will help to better distinguish between 
functional, occupational, social and symptomatic recovery after coercive 
treatment.  
As I found an overall decline in objective social outcomes one year after 
discharge and this has been found in previous studies, future research should 
investigate the reasons for this decline, especially in relation to social exclusion. 
As I found that higher levels of accumulated coercive events and male gender 
during admission predicted more inpatient days between discharge and one 
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year follow up when I controlled for multiple clinical and demographic factors, 
future research should investigate the underlying mechanisms that explain 
these findings, especially in relation to perceived risk to self and others.  
As a limitation of study one was that I did not that I did not measure other 
variables which could explain coercive events during admission, future research 
examining accumulated coercive events during admission should collect data 
on aggression, violence and psychopathy. In addition, data that could lead to 
theoretical explanations of problem behaviours in terms of functional analysis, 
defence mechanisms or cognitive deficits should be collected.  
 
3.23 Clinical Implications 
Coercive events are unfortunately common in psychiatric admission but 
accumulated coercion appears to have no impact on subjective quality of life, 
service engagement, global functioning, objective social outcomes or patient 
rated therapeutic alliance one year after discharge. However, in comparison to 
female patients who experience less coercive events during baseline 
admission, male patients who experience more coercive events during baseline 
admission are likely to be admitted for more inpatient days in the year following 
index discharge when multiple clinical and demographic factors are taken into 
account.  
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Chapter Four: Results and Discussion of Qualitative Design (Study Three) 
 
4.0 Overview 
In the previous chapter, I presented and discussed the results of the 
observational cohort design, which constitutes studies one and two of this 
thesis. In this chapter, I present and discuss the results of the qualitative design 
which constitutes study three of this thesis. I previously discussed how I 
integrated studies one and two with study three at the level of method in the 
methodology chapter two, section 2.14.1. I also discussed my approach to 
integration of results in this thesis at the beginning of the first results chapter 
(chapter three, section 3.0).  
In the previous chapter, I found that lower levels of functioning predicted a 
higher number of accumulated coercive events during admission. I also found 
that accumulated coercive events only predicted one out of the six outcome 
measures that I investigated one year after discharge. Specifically, I found that 
accumulated coercive events in addition to male gender during admission 
predicted a greater number of inpatient days in the year after discharge.  
A key limitation of these findings is that they are based on previously 
constructed ideas about what constitutes coercion and they fail to provide a 
thick descriptive narrative based on patients’ lived experiences of coercion. The 
qualitative design of this study addresses these limitations by providing a rich 
description of how patients experienced pressure throughout their mental health 
treatment.  
In this chapter, I aim to present and discuss the results of the qualitative design 
concisely while maintaining clear links between the research aims and 
objectives and the results. Accordingly, I begin by presenting the recruitment 
data for this study. Next, I describe the sample in terms of basic demographic 
and clinical variables using descriptive statistics. Then I present the thematic 
analysis and discussion in sequence. I provide further details about the 
structure of the thematic analysis results and discussion at the beginning of 
each section.  
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4.1 Recruitment  
I described the recruitment process in the methodology chapter (chapter two, 
section 2.18). Of the 102 patients who completed baseline and follow up, 
81(82%) patients were eligible for participating in the qualitative interviews. I 
conducted interviews with 29 patients from 5/6/2012 to 5/9/2013. Of the 29 
patients interviewed, I analysed transcripts of interviews with 27 (93%) different 
patients. A total of two interviews could not be included because one patient did 
not consent to the audio recording and transcription was not possible for 
another interview because the patient had a speech impediment. I present full 
recruitment data in figure 4.0. 
 
Figure 4.0: Recruitment Diagram of Qualitative Design 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Eligible patients = 81 
 
Total recruited at  
baseline = 29 
Total transcripts included  
in analysis = 27 
Not interviewed 
Declined consent = 8 
Deceased = 1 
Did not speak English = 2 
Contact attempts discontinued as 
enough participants recruited = 7 
Agreed to interview but did not attend = 5 
Access to electronic patient record 
denied = 26 
MDT advised no contact = 3  
Not included in analysis 
Did not consent to audio recording = 1 
Unable to transcribe due to speech 
impediment = 1 
Exclusion criteria 
Not a patient of  
selected research site = 85 
Completed baseline  
and follow up = 102  
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4.2 Description of Sample 
The majority of participants were male (67%) with a psychotic disorder (59%). I 
present participant characteristics in table number 4.0 
 
Table 4.0: Participant Characteristics 
Characteristic N  %  
   
Gender    
Male 18 67 
Female 9 33 
   
Marital Status   
Married/Living as married  6 22 
Widowed 1 4 
Separated  2 7 
Never Married 18 67 
   
Education   
First to sixth year without graduating secondary school  3 17 
Graduated secondary school or equivalent  8 44 
Part university  4 22 
Graduated 4 year university  2 11 
Completed postgraduate university or professional 
training 
1 6 
   
Experience of coercionA   
≥ one involuntary admission ≥ 10 ≥ 37 
≥ one episode of physical restraint ≥ 3 ≥ 11 
≥ one episode of seclusion  ≥ 3 ≥ 11 
≥ one episode forced medication ≥ 2 ≥ 7 
   
Diagnosis   
Anxiety or affective disorder 11 41 
Psychotic disorder 16 59 
   
Comorbid Diagnosis   
Harmful substance use or dependence  4 15 
Harmful alcohol use or dependence 5 19 
 Mean  Standard 
Deviation± 
Age (Years)   
Total 40 12 
Male 39 11 
Female 42 15 
A. Refers to number of coercive experiences within the three calendar years 
before the qualitative interview. Some patients experienced more coercive 
events during their lifetime and referred to these experiences during the 
qualitative interviews.  
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4.3 Results of Thematic Analysis: Study Three 
4.3.1 Overview 
I explained the rationale and procedure for the thematic analysis in the 
methodology chapter (chapter two, section 2.22). I present the six main themes 
of the thematic analysis in the following sequence: (1) Contexts of pressure, (2) 
Conceptions of pressure, (3) The ethics of the use of pressure in mental health 
treatment, (4) Suggestions for potential improvements to mental health 
services, (5) Perspectives on carers who put pressure on patients and (6) 
Concepts of service user and patient identity. For each main theme, I present a 
table with frequencies of the subthemes that were evident across all interviews. 
I present each quote with a unique code so that quotes from the same patient 
can be followed throughout. 
 
4.3.2 Theme One: Contexts of pressure 
Patients reported feeling pressure across a variety of contexts and 
acknowledged that “it can be brought on from many different types of areas” 
(177).  Accordingly, patients gave detailed descriptions of many different 
contexts in which they experienced pressure throughout their mental health 
treatment and this was the most prominent theme throughout all interviews. I 
present the frequency of different contexts in which patients reported 
experiencing pressure as subthemes in table 4.1 
Table 4.1: Frequency of subthemes 
Subthemes Frequency that subtheme was 
reported by individual patients 
as a percentage of all 27 
patients interviewed 
N %  
Administration of medication 15 56 
Involuntary admission 12 44 
Becoming unwell 9 33 
Negotiating self in society and everyday 
life 
8 30 
Voluntary admission 7 26 
Seclusion 7 26 
The acute ward environment 5 18 
Making decisions about treatment 5 18 
Negotiating access to services 4 15 
Physical restraint 3 11 
Enduring beliefs about being controlled by 
external forces 
1 4 
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4.3.2.1 Administration of medication 
A total of 15 out of 27 (56%) patients said that they experienced pressure in the 
context of medication administration. Some patients reported being 
administered an injection by physical force. In other cases, it was unclear if 
physical force was used but the patient reported that the procedure, purpose 
and type of the treatment was not explained before administration: 
 
“I was given some sort of injection when I was in the acute lock up ward 
in hospital. All I remember is two nurses taking me into my room, lying 
me on the bed and injecting something into my arm.[…] I didn’t know 
what was happening, except that I remember being laid out on the bed 
and having my arm out, I mean they certainly didn’t tell me they were 
going to do it, nor the doctor told me they were going to do it, nor did they 
tell me what they were injecting into me.” 34 
 
Patients also reported being persuaded to take medication by doctors. 
However, patients described the pressure they experienced throughout the 
persuasion attempt as mild: 
 
“I kind of felt pressure from medication that you have to take and say 
well…it works to a certain degree, medication and stuff like that for 
psychosis. But the doctors kind of do make you feel under pressure that 
if don’t take it you are going to relapse and become psychotic again. So 
there is a little bit of pressure there, not an awful lot I don’t think.” 102 
 
Other patients did not experience any pressure when being persuaded to take 
medication and described it as information or helpful medical advice only. One 
patient reported that when they were re-admitted after intentionally 
discontinuing their medication they received a “lecture” from their treating 
psychiatrist about the importance of taking their medication: 
 
“I came off the meds. […] So I just flushed them all down the toilet. And it 
wasn’t too long after that that I was back in hospital, so it wasn’t one bit 
of use […] So I just got a lecture […] telling me that I wasn’t a scientist 
and therefore I didn’t have the first clue about medication, but he didn’t 
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know the effect it was having on me, that just didn’t count, you just shut 
up and do as you are told.” 34 
 
Other patients reported receiving medication by forcible injection after refusing 
oral administration: 
 
“Well it was just trying, pleading with me to take it, saying that, I do need 
to take them, I should take them. And at the end of the day, five of them 
came up to me and  held me down on the ground, pushed me to the 
ground, held me to the ground and injected me against my will.” 19  
 
One patient perceived that they were legally obliged to take medication during 
involuntary admission: 
 
“If you’re a detainee right, that means you’re involuntary so I had to take 
it legally, like I was, there was a court order for me to take it. So that’s 
what it meant I think. I don’t know if that’s the right thing to say but I’m 
not very familiar with the laws, with what used to be, I know what the new 
laws are like, they are a little bit more open minded but I mean that was, 
that was when I felt pressured, that I had to take it.  It was court ordered 
so I was legally binded to take it, that’s what it means.” 37 
 
The same patient reported deciding to take medication orally after experiencing 
an injection by force: 
 
“Well I woke up and thought to myself I don’t really want Haloperidol, I 
don’t want injections, I don’t want anything like that, just give me the pills 
and I think they all agreed to it, they were all happy to agree with that.” 
37   
 
Patients reported experiencing various consequences of refusing to take 
medication orally such as being physically restrained and forcibly injected, being 
secluded until they agreed to take medication and being moved to an acute 
locked ward: 
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 “So there was pressure from the psychiatrist to take the medication as 
well, he would put limitations on me, if I didn’t take it, he’d lock me up in 
[name of acute ward] if I didn’t take my medication. And he’d take away 
my rights as well, so he would force me into a position which I now agree 
with.” 10 
 
4.3.2.2 Involuntary admission 
A total of 12 out of 27 (44%) patients described experiencing pressure 
throughout various stages of involuntary admission including the events leading 
to the admission, the period in between entry to hospital and first meeting with a 
consultant psychiatrist, the subsequent period between meeting the consultant 
and issuing the formal involuntary admission order and throughout the formal 
involuntary admission. Patients reported feeling extremely unwell shortly before 
admission with various symptoms of mental illness such as mania, delusions, 
paranoid thoughts and hallucinations.  For example, one patient with bipolar 
affective disorder described becoming unwell in Spain: 
 
“I was in Spain and I heard my brother got cancer and when I got to 
Spain went as high as a kite, oh Jesus and I spent three grand in two 
days on my card, didn’t know what I was buying, just buying, buying. And 
as you know if you get the highs, you are up all night and you’d buy 
anything. I bought a house in Wexford on nothing [..] I had to come back 
from Spain and [name of daughters] were at the airport and they weren’t 
supposed to be at the airport, I didn’t know, well actually I tried to commit 
suicide in Spain. I was trying to get through to [name of hospital] and I 
couldn’t, and they could hear me, and they kept saying, give me the 
number of the thing, sure I couldn’t even think straight.” 67 
 
One patient described how an assisted admissions team came to her private 
home and brought her to hospital for an involuntary admission. She described 
the experience of being brought to hospital from her home as “absolutely 
preposterous” 76. She said that it began at night time when she noticed a man 
in her garden trying to gain entry to her house. She did not recognise the man 
and felt very frightened. Then a doctor who she had not met before arrived at 
her house to sign the necessary paper work. Afterwards, an assisted 
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admissions team arrived with her brother, who identified her to the admissions 
team: 
 
“Now they were very demanding, very rough, they did not allow me pack 
a bag, a toothbrush, nothing, a nightdress. I was sitting there, they didn’t 
even allow me get dressed to go down to the hospital. They seemed to 
think that they had to drag me out as fast as possible. They treated me 
like a wild animal, which I'm not.” 76 
 
Another patient described waiting to see his treating consultant after entering 
the hospital. He was initially detained in a psychiatric institution in Paris after 
becoming very unwell. Shortly afterwards he was transferred from Paris to 
Dublin on a Friday and was due to see his consultant the following Tuesday. He 
said that during the interim period he was “breathing fire” against doctors: 
 
“You see part of the problem I think is, that psychiatric illness can have 
an awful impact on your life, it messes up your life, well it certainly has 
messed up my life. I almost didn’t get my degree from college because of 
it. And it completely reshapes, it ruins it, it blanks your life. And so you 
want someone to blame and doctors are very easy targets, for that 
frustration and annoyance and disappointment and regrets. So I was 
breathing fire against the doctors for the weekend and the nurses had to 
put up with this.” 34 
 
The same patient went on to describe his initial meeting with his consultant on 
the Tuesday morning. He said that he expressed considerable anger during the 
meeting: 
 
“So I saw my consultant the following Tuesday and I gave her rather a lot 
of lip, not against her directly, because I hardly knew her, but I was 
certainly ranting and raving about other doctors that I had known. And 
she decided that I would have to be transferred from the semi-lock ward 
to the acute locked ward. And that happened just before lunch.” 34 
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The same patient went on to describe the sequence of events leading to issuing 
the involuntary admission order: 
 
“And then the following morning, quarter past eight, she was in the 
hospital to get me to sign the papers. So she just came up onto the ward 
and I was extremely unwell. But what had happened actually was that 
the clinical nurse managers of the two wards, it was the semi-acute 
where I had been and the acute where I had been transferred to. Both of 
them look after me. The clinical nurse manager of the semi-locked ward 
and the clinical nurse manager of the acute ward, they came to my room 
together and explained to me that I would have to go into the fully locked 
ward. And they also gave me a book about the mental health act and the 
mental health commission and the whole rigmarole of being involuntary 
admitted and initial assessment within 24 hours of that. And then a 
tribunal within 21 days and all the rest of it. So that was the Tuesday 
afternoon. So I read through that booklet and I think I understood my 
situation pretty clearly. But again it’s the nurses who are giving the care, 
it’s not the doctors, you know like these two nurses were both extremely 
kind to me, they were very respectful and very helpful. And they made 
sure that I knew what was in store. So as I say the doctor came up the 
following morning about 8:15, just out of bed actually. And she said to 
me, look we think you are suffering a relapse of your illness, I know you 
don’t agree that we should involuntary admit you, but I'm afraid that’s 
what is going to have to happen. So we signed the papers and that was 
it.” 34 
 
One patient felt under pressure at their mental health tribunals because her 
doctor “won” all of them (165). Other patients described their mental health 
tribunals as a whitewash. For example, one patient said that her understanding 
was that the purpose of the tribunal was to determine if the committal order was 
completed correctly rather than decide whether she should have been admitted 
involuntarily. As a result of this understanding she did not attend one of her 
tribunals as she felt that they wouldn’t seriously consider converting her 
involuntary status to a voluntary legal status. Another patient believed at the 
time of the interview that the tribunals were held illegally. He alleged that his 
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counsel was “playing footsie” with him during the tribunal. In addition, he 
described the tribunal as a “mock court”: 
 
“Interviewer: So how did you know that it was a mock court? 
Patient: I just did, because it was my idea to set up the mental health 
tribunals in the first place. I drafted 2002 Mental Health Act, it was my 
idea to set up the Mental Health Commission with the Inspector of Mental 
Health Services. So I know the laws backwards. I can tell you when a 
tribunal is real and when it’s not real. They weren’t real tribunals, yes 
there was nothing wrong with me. [name of doctor] stated at these 
tribunals that I was unwell, because I was schizophrenic, and that was 
quite untrue.” 105 
 
Some patients said that they successfully avoided a tribunal and had the 
involuntary admission order lifted by “acting more rationally, a bit more sensibly” 
34.   
 
4.3.2.3 Becoming unwell 
A total of 9 out of 27 (33%) patients reported experiencing pressure as they 
were becoming unwell. Patients often said that they found it difficult to recall 
events from the time that they were becoming unwell either because they 
simply cannot recall that time in their lives, they experienced strong effects of 
medication or drugs that they were taking or they preferred not to remember.  
Patients described feeling under pressure to control their behaviour as they 
were becoming unwell. For example, one patient said: 
 
“You know if you’re behaving in a way that looks irregular or seems odd 
to people like you do have a conception of yourself you know as you go 
around your day to day life, so you do put a bit of pressure, kind of like 
‘Am I unwell’, Am I mad?, I better not act too strange or it’ll look worse’ 
that kind of thing, so you’re putting that pressure on […] it’s a bit self-
imposed like it’s almost like putting a cap on who, what you want to say, 
who you want to be, even if you are unwell” 27   
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Another patient described feeling under pressure throughout his experience of 
psychosis. He believed that he had “broken through the matrix” and was being 
“gang stalked” by others: 
 
“Wherever you go, every movement and thought there’s a commentary 
on it. Every thought, every action, every movement, the voices are 
building on it. People are going round the house tapping, they could be 
just building but in your frame of mind you’re being followed but when I 
break out the whole system revolves around me. I’m in newspapers, they 
sang my name in songs, they talk about me on the telly. The whole 
system revolves around me when I break out. It’s all focused on me” 25 
 
In retrospect, the patient viewed this as part of a psychotic experience but it 
appeared quite real and frightening to him at the time. He said that he felt “pure 
fear. Unadulterated pure fear” (25) as he believed that he would be shot 
because he had broken out of the matrix. One patient with a diagnosis of bipolar 
affective disorder said that he used to stop taking medication when he started to 
feel well and he looked forward to feelings of elation. However, the patient 
reported that he has since learned to comply with his treatment as he had many 
experiences of becoming unwell after discontinuing medication.  
 
4.3.2.4 Negotiating self in society and everyday life 
A total of 8 out of 27 (30%) patients experienced pressure in the context of 
negotiating self in society and everyday life. Patients said they felt under 
pressure when they compared themselves to peers who they did not consider to 
have mental health difficulties such as friends and family members. For 
example, one patient said:  
 
“They were able to do more than I was able to do. I wonder would I ever 
get married with a mental health difficultly, the responsibility of having 
your own kids, but I don’t know, would I be able for the expense or the 
stress of it […] I’d like to have a girlfriend and kids and married, that’s 
another thing I want to do. Because my sister is getting married in August 
and that’s put a bit of pressure on me with the wedding coming up. It’s 
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pressure when it’s my sister getting married, but it’s pressure on me that 
I'm not married. Because I'm the last one that’s not married.” 115 
 
Patients felt under pressure to achieve similar levels of occupational functioning 
to their peers. For example, one patient said: 
 
“I wasn’t able to do as much as my brother or sister. Both my brother and 
sister work for my dad now in his company. I don’t think I’d be ever able 
for their kind of job […] A lot of [friends] went to college and they are all 
successful businessmen, I would have liked to have done it, but I don’t 
think I’d be able for a full time job being a business man. […] That puts 
the pressure on me compared to people who were in school with me or 
college” 115 
 
Patients who lived in supported accommodation or attended day centres for 
people with mental health disabilities said they mostly felt free to do as they 
wanted but felt under pressure from staff to maintain particular standards in 
relation to personal hygiene, grooming, cleanliness and to be “tidy and 
presentable”(115). Patients said they felt under pressure when they were in 
hospital to follow the schedule of the hospital such as eating lunch more quickly 
than they were accustomed to within a particular time period and to change 
their clothes every day: 
 
“[Nurses would] just say you have to change your clothes every day and 
all that. And they’d be onto you every day about it. People were bringing 
in two cases of clothes and it was putting everyone else under pressure.” 
106 
 
Patients felt under pressure to conceal the fact that they had been in hospital 
and also to pretend to be well when they were not: 
 
“If you’re not well mentally people tend to shy away from you. They don’t 
really want to have a conversation or anything with you so you hide that 
and pretend that everything is ok and that you’re grand and that’s a lot of 
pressure.” 49 
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Patients also said they felt under pressure to conceal their history of mental 
health difficulties from their friends and potential employers at job interviews as 
patients felt that these people would not understand mental illness and they 
would  “just think you are crazy” 10 
Patients who were receiving various types of social welfare income support said 
that they felt under pressure in relation to their financial situation. For example, 
one patient who said that he was on a widower’s pension felt under pressure to 
“survive day to day” 163 and was careful to clarify that he did not attribute this 
sense of pressure to his diagnosis of bipolar affective disorder. Rather, he felt 
that he was too old to seek employment and had little to look forward to in life in 
comparison to others due to his limited financial resources: 
 
“I mean Christmas coming up now I haven’t a shilling, all that sort of stuff, 
everyone else out enjoying themselves or whatever, but I don’t have the 
money to do any of these things, so yes, end up staying at home all the 
time on the couch, watching Sky Sports, that would be part of my 
existence. […] I mean it’s nice for most people to look forward to 
something, the weekend coming up or something like that. But when you 
are in the condition I'm in, that’s not the case, it’s just day by day 
existence.” 163 
 
One patient felt under pressure to pass his driving test as he was over 40 years 
old and “sick of taking the bus” (115) to go shopping in the supermarket. 
Another patient said she felt “inward pressure” (177) to improve her use of 
various skills in her everyday life that she had learned in dialectical behaviour 
therapy (DBT) and to return to employment. When she felt this inward pressure 
too intensely she began to feel anxious, highly strung and unable to cope. She 
also experienced suicidal ideation and negative thoughts about her past, future 
and present. This patient also said that she felt under pressure to conform to 
expectations that she perceived in society: 
 
“I suppose society is what it is, a full time job is something that everyone 
should have and aspire to. I suppose you see it on the likes of telly or 
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friends and family. In order to live you have to have an income to survive 
and you have to be stable and conform to a certain type of way.” 177 
 
4.3.2.5 Voluntary admission 
A total of 7 out of 27 (26%) patients reported feeling under pressure in the 
context of their voluntary admission. Patients felt under pressure to admit 
themselves to hospital. They often decided to admit themselves voluntarily in 
order to avoid an involuntary detention, which they viewed as inevitable if they 
did not admit themselves. The patients expressed a preference for a voluntary 
admission because they perceived that they would have more rights as a 
voluntary patient:  
 
“I don’t like being involuntarily. Being voluntary, that’s my, that’s a good 
thing, you know being voluntary means you have rights, decisions over 
things and I think it’s better for people to have decision over their own 
health sometimes than other, than people other than themselves you 
know?” 37 
 
The same patient described deciding to admit himself voluntarily after learning 
that nurses in the day hospital he was attending thought an involuntary 
admission may be necessary: 
 
“Well what happened was, the nurses wanted to take me in involuntarily 
and I found that out, so I took the bus to [name of hospital] and I signed 
myself in voluntarily” 37 
 
The patient said that he was not sure why the nurses thought an involuntary 
detention might be necessary but he suspected that it may have been because 
“I was loud [and] seemed insightless” (37) at the day hospital. However, the 
patient disagreed that he was insightless because “I was insightful enough to go 
to the hospital because I didn’t want to be a detainee” (37). When the patient 
was admitted to hospital, he understood that he would be detained for a day in 
an acute ward. He said that his doctor wanted to change his medication to 
sulpiride but he was not agreeable to this. The doctor then suggested that his 
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mother and brother attend a meeting with the patient and the doctor to discuss 
changing medication: 
 
“So we brought in my mom and brother and [the doctor] said ‘Oh I want 
to change [name of patient]’s medication and [name of patient] doesn’t 
really want to change his medication’ and basically I convinced her 
enough to not detaining me and she was quite happy afterwards and I 
took the medication.” 37 
 
Other patients said they felt pressurised into a voluntary admission by family 
members such as parents, spouses and siblings. They recalled that their family 
members often thought that the patient was more unwell than the patient 
perceived themselves to be at the time. The patients did not think a hospital 
admission was necessary, but ultimately agreed to a voluntary admission: 
 
“Interviewer: And how did [your husband] make you feel under pressure? 
Patient: Well by bringing me into hospital.  
Interviewer: And did he say anything? 
Patient: He just said I needed to go into hospital. Sure I didn’t feel I did 
need it at the time.” 96 
 
Another patient described how he felt under pressure to admit himself to 
hospital voluntarily after assessment at a local community mental health 
service. He said that he felt powerless during the decision making process and 
that trying to argue that he did not require hospitalisation to his carers did not 
appear worthwhile: 
 
 “It just felt that I was totally powerless, you know absolutely powerless 
you know, other people are saying I need help and are labelling it in such 
a way that it is almost indefensible […] you feel maybe the best thing to 
do is to argue your position you know and you’re kind of digging yourself 
a hole then.” 27 
 
The same patient was treated on a locked ward. He questioned the meaning of 
his ‘voluntary’ legal status: 
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“I don’t particularly see the distinction there […] authority is with the 
medical team so […] you’re in their power” 27 
 
The patient perceived that if he didn’t go along with his treatment he would be 
discharged from hospital: 
 
“There’s an element of coercion in that if you don’t do what we say, sick 
or not, we’ll expel you from the place where the care is given for your 
sickness.” 27 
 
The same patient described how he felt under pressure while he was being 
treated on the ward as his life appeared to be put on hold. He thought that he 
had many commitments and responsibilities in his life outside hospital and he 
felt under pressure to attend to them: 
 
“All those things just stop you know, so the hiatus of going to the hospital 
in itself puts a pressure on who you are, who you think you are, your 
feelings of self-determination, you know how you feel about your own 
control over your own day to day life.” 27 
 
A number of patients who were admitted involuntarily said that they eventually 
decided to stay voluntarily. For example, one patient said that he decided to 
stay in the hospital voluntarily on the day of his tribunal:  
 
“The day of the Tribunal I said Dr [name of doctor] make me a voluntary 
patient, I’m willing to stay and I’ll do what you tell me […] make me 
voluntary and cancel the Tribunal. So he cancelled it and made me 
voluntary but with holding power so I couldn’t leave.” 25 
 
This patient explained his understanding of holding power: 
 
“Holding power is basically for 24 hours they keep you under supervision 
and after 24 hours they’ll come back to you and ask do you want to leave 
and if you say yes and they’ve got grounds to keep you they’ll commit 
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you but if you say no I want to stay they’ll say ok we’ll keep you 
voluntary.” 25 
 
The patient believed that the question “Do you want to leave?” in this context 
was a “trick question” because “If I say I want to stay they can’t commit me. And 
if I wanted to go they’re committing me.” 25. Other patients who were initially 
detained involuntarily said that they were happy to stay voluntarily after the 
involuntary detention order was lifted. For example, one patient said: 
 
“I understood from the [mental health commission] booklet that even if 
the involuntary admission order were lifted, I would probably still have the 
option of staying in the hospital for treatment, which is what I did [...] I 
was quite happy to do that. I mean I have no problem with being in 
hospital. I mean I quite like the hospital, I think it’s a very good place” 34  
 
4.3.2.6 Seclusion 
A total of 7 out of 27 (26%) patients felt pressure in the context of being 
secluded during admission. One patient said that one of her experiences of 
being secluded in an acute ward overnight was terrible, degrading and the 
“most awful” (76) night of her life. She felt under pressure throughout the 
seclusion episode. The patient said that she required water at all times due to 
her medical condition of diabetes insipidus. She believed that she would go into 
a coma if she did not have access to water. She reported that she continually 
banged on the window of the seclusion room to gain the nurses attention so that 
the nurse would give her water and bring her to the toilet. She said that after the 
nurse did not respond to her attempts to gain her attention: 
 
“I ended up pissing on the floor, I said I'm going to let myself down here, 
I'm going to let the whole thing go, I'm just going to piss on the floor and 
we will wait and we will see what they say in the morning to me. So the 
nurses arrived in the morning and I just looked at them, and I said I want 
a glass of water and I want it now please. And they let me out of the 
room at that stage. And I always remember, them bringing a cleaner up 
with a bucket and a mop and that poor woman had to clean that floor.” 76 
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However, sometimes patients asked a nurse if they could enter the seclusion 
room “to get away from all the other patients and the whole set up” (76) and did 
not feel under pressure when they chose to do this voluntarily. Patients said that 
this could help them to calm down: 
 
“Sometimes I go a little mad. I need to be in a place of my own and I’d be 
on the ward and just walk up to the nurse and say, you can put me in the 
back, I feel like going crazy here. That’s to prevent me running around 
and jumping around, thinking I'm God.” 10 
 
Other patients described a sense of claustrophobia when describing their 
experience of pressure in the context of seclusion:  
  
“Interviewer: So did you feel under pressure when you were secluded? 
Patient: Yes definitely. I was banging my head off the walls and all that 
sort of stuff. I was worried because I’m quite claustrophobic, they did 
open the door, I eventually gave in.” 25 
 
Patients said that their seclusion episodes were often precipitated by conflict 
between patients and dangerous behaviour such as picking up a television and 
these events also made them feel under pressure. Patients said that physical 
restraint and forced medication often occurred during or immediately before or 
after their episodes of seclusion.  
 
4.3.2.7 The acute ward environment  
A total of 5 out of 27 (18%) patients experienced pressure in the context of the 
acute ward environment. Patients said that the acute locked ward was small 
with little space to move around and they were rarely let out of the ward for 
fresh air. They often shared rooms with other patients who were also unwell and 
this could lead to conflict. Patients described the acute locked ward as 
continuously busy and noisy with frequent outbreaks of violence. One female 
patient said that her “safety is at risk all the time in [name of ward]” 76 as she 
thought that there were dangerous people on the ward who were not supervised 
sufficiently. Overall patients felt that there was an intense atmosphere in the 
acute locked ward and this triggered feelings of pressure. One male patient said 
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that there tends to be a lot of conflict and confrontations between patients on 
the acute locked ward. The patient said that he was often secluded because he 
defended himself after he felt threatened by another patient: 
 
“Somebody started on me but they’re throwing me in the padded cell for 
retaliating”. 25 
 
The patient recalled one incident when he said that he was in a coma for three 
days after being assaulted by another patient: 
 
“About 5 years ago this person held me down on the ground by my neck. 
He had me down on the ground and I didn’t do anything back, I’m not a 
fighter. But he held me down and dragged me down, I was paralysed for 
three days. I was in a coma for three days […] he started on me, held me 
down and I get dragged off and abused.” 25 
 
Other patients described how their perspective on the locked door of the ward 
appeared to change over time. For example, one patient said that the locked 
door initially made the patient feel under pressure. However, over time the 
patient realised “that it was for everybody’s safety that the doors were locked” 
145 and did not feel under pressure as much as before.  
 
4.3.2.8 Making decisions about treatment 
A total of 5 out of 27 (18%) patients said that they experienced pressure in the 
context of making decisions about treatment. One patient reported experiencing 
pressure in relation to the decision to administer electro convulsive therapy in 
the year 1980. The patient said that the doctor proceeded with electro 
convulsive therapy (ECT) without her informed consent: 
 
“The most serious pressure I have experienced was forced ECT […] in 
1980. Now there was no informed consent from me at the time.” 76 
 
The patient said that the doctor told her mother “if you don’t allow me to 
administer ECT to your daughter, you can take her out of the hospital 
immediately.” (76) The patient said that her mother did not stand up to the 
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doctor because she was not very educated and “in her generation you didn’t 
stand up to the priest, you didn’t stand up to the doctor, you didn’t stand up to 
these kind of people” (76). The same patient said that her doctor diagnosed her 
with bipolar affective disorder and he said that ECT would be an effective 
treatment for that condition. The patient said that she disagreed with this 
diagnosis and, in any case, did not believe that ECT was a suitable treatment 
for bipolar affective disorder. One patient said that his consultant put him under 
pressure to leave hospital sooner than he would have liked: 
 
“Another pressure I have found that one of my consultants at the 
moment, does not like the grass growing under his patients feet […] once 
you go into the hospital, once you are admitted and on the ward and he 
has seen you, it seems to be that the goal is to get you back out of the 
place as quickly as possible.” 34 
 
The patient said that he would prefer to stay in hospital longer to “take stock, 
ask what’s happened, why did it happen, why did I end up here and what’s my 
next step” 34. The patient said that he had raised these concerns with a nurse 
once but not with the relevant consultant. He said that he was not accustomed 
to brief hospital stays and he used to have more choice about going to hospital: 
 
“In fact for a very long time I had a doctor who gave me the facility to go 
into the hospital anytime I wanted to. So if I was in a bad way and I felt I 
needed to be in hospital that I was just to ring up the hospital and request 
immediate admission. So it was more a case of me choosing to go in 
when I felt I needed to, rather than been under pressure from other 
people to go in. And that became a very useful system, a very useful way 
of doing things. But unfortunately it changed and as I say, the two 
admissions now, just became very obvious, with this doctor who as I say, 
moves things along very rapidly, far too rapidly for my own liking.” 34  
 
Some patients described being deceived by their family members after they 
became unwell in relation to being admitted to hospital which tended to 
exacerbate their paranoid thoughts. For example, one patient reported that his 
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sister told him that she wanted to go to the GP and asked him to drive her there. 
However, when they arrived in the GP’s office: 
 
“the doctor came to the waiting room door and called me in […] when I 
went into his room she left immediately and I was going what’s this 
about? […  ] so I kind of saw that as a sort of a plan or a scheme behind 
my back to get me to be admitted or put under care or seen you know.  
So that didn’t help with the paranoia either” 27 
 
Patients felt that what they said during the decision making process to admit 
them to hospital was not believed, valued or taken seriously by clinicians. In 
addition, patients felt that staff did not tell the truth to other staff members about 
their admission: 
 
“And I use to wonder what on earth the nurses were doing and what on 
earth they were saying to the doctors, because I don’t believe they were 
telling them the truth.” 76 
 
Patients said that they did not have enough choice about what kinds of 
therapies they used throughout their treatment. Some were advised against 
attending psychotherapy or counselling even though the patients thought that 
these therapies could help them address their difficulties. One patient felt under 
pressure when an occupational therapist in a day hospital helped her develop 
specific and measurable goals as part of her recovery plan. However, the 
patient described this as a useful kind of pressure as she found it helpful and 
motivating.  
Patients said that they had no say about their treatment during involuntary 
admission. Patients said they felt under pressure to attend specific activity 
groups such as occupational therapy during their hospital stay. 
Patients reported that they felt under pressure to sign a contract stating that 
they would comply with medication for the duration of the time that they 
attended a day hospital: 
 
“If you want to go to the [name of day hospital], you know to be there you 
have to sign a contract saying I’ll take the medication for the time that I’m 
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in the place, it’s not really coercion but I mean I guess you could say that 
if you want to go into the [name of day hospital], and you just want to 
participate and not sign any legal documents, that could be a form of 
coercion” 37 
 
Patients felt under pressure to use skills taught in D.B.T.: 
 
“I would be in extreme distress and I didn’t want to use my skills and they 
would be putting pressure on me to, that this was the be all and end all.” 
177 
 
Patients who used public mental health services on the medical card scheme 
felt under pressure to attend a specific consultant psychiatrist for treatment 
even though they would have preferred to attend a different consultant. For 
example, one patient said:  
 
“I couldn’t change my doctor, that’s another form of pressure. I had to 
stick with this guy, even though I had no faith in him and didn’t like him” 
76 
 
The same patient reported that she felt pressurised by their family to attend a 
particular psychiatric hospital rather than another one that she would prefer. 
She also felt under pressure to take particular types of medication as she “had 
no choice in what kind of medication I was given” (76).  
 
4.3.2.9 Negotiating access to services 
A total of 4 out of 27 (15%) experienced pressure in the context of negotiating 
access to services. Patients said that they and their family members sometimes 
used pressure to gain admission to hospital. For example, one patient said that 
the hospital admissions staff were sometimes reluctant to admit the patient to 
hospital so it was necessary for the patient to persuade her GP and the 
admissions staff that a hospital admission was appropriate. Another patient said 
that they put their family and doctors under pressure: 
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“I have put my family under pressure and the doctors under pressure to 
get me into a new ward or get me what I wanted after serious attempts 
on my life.” 177 
 
Another patient said he put his consultant under pressure to engage with “a 
better dialog with them. Which we did - I said look a new card for me, an old 
card for what you had to say about me.” 10.  
 
4.3.2.10 Physical restraint 
A total of 3 out of 27 (11%) patients said that they experienced pressure in the 
context of physical restraint. One patient reported that she was physically 
restrained for the purpose of moving her to an acute locked ward. Another 
patient experienced pressure when he was physically restrained after he 
refused to take medication. He said that about five nurses entered his room, 
held him down and administered an injection. He described the experience as 
undignified: 
 
“I didn’t like it, I struggled a bit and if you struggle I mean you can make 
these things worse […] I didn’t feel very dignified, in fact after they gave 
me the injection I ran into the toilet and I got a lot of saliva from it building 
up in my mouth, from the injection whatever it did and I spat out loads of 
saliva all over the place” 37 
 
After this event, the patient agreed to take the medication orally. Other patients 
explained that they were physically restrained after feeling unstable and 
exhibiting violent behaviour on the ward. One patient described the pressure 
they felt during the restraint episode as “inward pressure”:  
 
“Interviewer: Did you feel under pressure during the physical restraint?  
Patient: Yes there was a lot of inward pressure. Again they were all 
inward because it was all me that was the one fighting back, it wasn’t 
them.” 177 
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4.3.2.11 Enduring beliefs about being controlled by external forces 
One patient (4%) continuously felt under pressure as he believed that a group 
of research psychologists actively controlled his thoughts, speech and 
behaviour: 
 
“They can get you to do anything and say anything that they want me to 
say, they want me to do. They can control me, they can upset me, they 
can make me cry, they can do everything basically.” 105 
 
For example, on the morning of the interview he believed that they had inserted 
thoughts into his mind about his brother who he had not seen in over 18 years 
due to a family conflict. He felt upset about these thoughts.  
The patient said that he volunteered for research with the psychologists in 1992 
and they had been conducting research on him “as a guinea pig” (105) ever 
since. The patient did not know what the research was about. However, he 
believed that they had proved that he was no longer mentally ill: 
 
“Patient: They proved that I'm no longer mentally ill, they put so much 
pressure on me, that I should have been mentally ill but I wasn’t and 
proved I no longer suffered from a disorder, and that I no longer need 
medication. […] They also proved that I'm psychic and that they are 
psychic as well, and that psychic means a reality and it’s a vital part of 
science.  
 
Interviewer: And how did they prove that? 
 
Patient: You’ll have to ask them.” 105 
 
The patient said that it had been alleged that he had schizophrenia. The patient 
said that he had a “schizophrenic personality” but he had not suffered from 
schizophrenia since the research began in 1992: 
 
“Patient: Do you know the way schizophrenics believe that people can 
take them over, outside thoughts can invade them? Well I always 
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believed that schizophrenia was a disorder which occurred with the onset 
of these extra abilities.” 105 
 
4.3.3 Theme Two: Conceptions of pressure 
Patients expressed different conceptions of pressure throughout the research 
interviews. I present the different conceptions as subthemes in table 4.2 
 
Table 4.2: Frequency of subthemes 
Subtheme Frequency that subtheme was evident in 
interviews with patients as a percentage of 
all 27 patients interviewed 
N %  
Pressure as stress due to 
feeling overwhelmed 
16 59 
Pressure as being forced 
against your will 
5 19 
Pressure as the opposite to 
having a voice 
4 15 
 
4.3.3.1 Pressure as stress due to feeling overwhelmed 
The concept of pressure as stress due to feeling overwhelmed was evident as a 
theme in 16 out of 27 (59%) interviews. Patients associated the concept of 
pressure with stressful experiences of feeling overwhelmed, unable to cope and 
in need of help:  
 
“Well if someone said to me they were feeling under pressure it means 
they’re finding it hard to cope with the situation and they’re looking for 
somebody to talk to, to release and looking for help. That’s what that 
means to me.” 49 
 
Patients described various feelings associated with being under pressure such 
as feeling “a bit low” (106), tense, bad, upset, stressed, anxious, distressed, and 
highly strung. One patient said that a sense of urgency to resolve the situation 
often accompanied these feelings of stress.  
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4.3.3.2 Pressure as being forced against your will  
The concept of pressure as being forced against your will was evident in 5 out 
of 27 (19%) interviews. Patients associated the concept of pressure with being 
physically forced against your will: 
 
“Doing something that’s against your will, being forced to do something 
against your will, being forced to endure suffering against your will.” 55 
 
One patient contrasted this extreme type of force with medical advice: 
 
“But a medical person saying that you should take your medication, I 
wouldn’t construe that as being an awful amount of pressure.” 163 
 
4.3.3.3 Pressure as the opposite to having a voice  
The concept of pressure as the opposite to having a voice was evident as a 
theme in 4 out of 27 (15%) interviews. For example, one patient said that they 
have never felt under pressure because “I have always been consulted about 
what treatment they are putting forward.” 75. Other patients also said that they 
did not feel under pressure because they felt fully involved and included in 
decision making processes that were relevant to their lives and treatment. 
Another patient spoke about what it means to have a voice and sense of control 
over his treatment:  
 
“The less you feel that you’re not in control of yourself and you give it up 
to somebody else and it’s when you start to really lose it I think, well 
that’s me, like if you, you know, if you’re in a situation where you’re 
involuntary it means you really don’t have a voice and if you don’t have a 
voice, you don’t have anything to say that’s, that you know, that you, you 
say something and it has no meaning, that’s what being involuntary is.” 
37 
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4.3.4 Theme Three: The ethics of the use of pressure in mental health 
treatment 
 
Patients expressed a number of different perspectives on the ethics of the use 
of pressure in mental health treatment throughout the interviews. I present the 
different perspectives as subthemes in table 4.3 
 
Table 4.3: Frequency of subthemes 
Subtheme Frequency that subtheme was evident in 
interviews with patients as a percentage of 
all 27 patients interviewed 
N %  
Pressure can be helpful 19 70 
Pressure can be harmful 7 26 
It is difficult to say whether 
pressure should be used  
7 26 
 
4.3.4.1 Pressure can be helpful 
Pressure can be helpful appeared as a theme in 19 out of 27 (70%) interviews 
conducted with patients. Patients felt that the use of pressure by mental health 
professionals and family members to make patients go along with their 
treatment can be helpful for patients who are extremely unwell with various 
symptoms of mental illness such as hearing voices, paranoia and mania. One 
patient said that she spent a considerable amount of money due to mania and 
thought that being put under pressure to go to hospital by her family was helpful 
because it prevented her from spending more money. Another patient said that 
being put under pressure to go to hospital helped him to stop taking drugs and 
drinking alcohol. Patients said that it can be helpful to persuade patients during 
their admission to hospital to take medication (but only when the persuasion is 
conducted in a professional manner), to get out of bed and go along with the 
daily schedule of the hospital and to eventually leave hospital when they are 
well enough. Patients also said that pressure can be helpful to patients who are 
genuinely at risk to themselves or others due to their mental disorder. They said 
that pressure should be used on patients who are suicidal and there is evidence 
of deliberate self-harm such as cuts on their wrists or overdosing. Patients 
specified that violent behaviour and carrying a concealed object that could be 
used as a weapon in public such as a kitchen knife was sufficient reason to 
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admit people with serious mental illness to hospital involuntarily. One patient 
discussed carrying knives with him when he was unwell: 
 
“At one stage, well at a lot of stages I was carrying knives with me, to 
protect myself. So if someone done something, a slight movement 
towards me, and I was going through my stage of this person is out to 
get me, I could have stuck a knife in them and it could have been 
nothing, they could have just …I don’t know, if someone had knocked at 
the door and I didn’t recognise them or whatever. I could have done 
harm to someone else and there was times where I could have done 
harm to myself as well.” 55 
 
One patient said that the justification for use of force on people with mental 
illness depends on what the purpose of the force is: 
 
“I suppose what justifies force if we can put it that way is the goal, is what 
you are actually attempting to do, are you really trying to help the patient 
or are you simply running a system, doing as the doctors say? Or if you 
are the doctor; doing what you want done, without actually trying to help 
the patient.  I mean it comes back to why psychiatry? Is it to help people 
who are sometimes terribly afflicted by mental health problems or is it to 
help society function better or with less inconvenience than there would 
be if psychiatric patients were locked away? […] So yes I think the key 
question is motivation; the reason behind the pressure or the force, and 
the objective being aimed at with that force.” 34 
 
The same patient gave an example from his own experience when he thought 
that being put under pressure was helpful. The patient said that he had a 
meeting with his consultant near the end of a psychiatric admission. The patient 
learned that he had successfully acquired a council apartment. The apartment 
was recently built and it required installation of flooring, curtains and other 
household equipment. The patient was happy with this development but was 
unable to move into the council apartment immediately as he was waiting on the 
health service executive to provide funding for the refurbishment. At a meeting 
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with his consultant, he learned that he would be discharged and transferred to a 
hostel. His consultant informed him:  
 
“That he had a bed in the hostel that he couldn’t fill just at the moment 
and he didn’t want to lose it. So he was going to send me there to occupy 
his bed so that he wouldn’t lose his bed in the hostel.” 34 
 
The patient was told that he could only stay there for eight weeks. He felt that 
he was taking a lot of time to prepare his new council apartment so that it was 
suitable to move into: 
 
“And so one of the nurses in the hostel put a lot of pressure on me to get 
moving, to sort myself out to get moving. And that’s one incident I think 
where pressure was necessary and was well applied. […] In that case I 
think it was for my own good, because I was just shilly-shallying and not 
doing anything, or not getting anywhere, not doing anything that needed 
to be done. So in that case, yes perhaps the force was necessary 
perhaps, perhaps it was good for me.” 34 
 
One patient said that the use of pressure would be helpful for patients who are 
very unwell and have poor insight. He described insight as when “you realise 
that you know you might have a mental illness, what mental illness is and what 
it entails” (37) One patient said that his insight improved over time and in 
hindsight he believed that the use of pressure was needed. He said that at the 
time of admission: 
  
“I don’t realise that I’m sick so when I’m well I know that when I was in 
there I was very distressed and those actions and therapies were needed 
on me. But in hindsight and I get well that I realise that that’s needed.” 
(25) 
 
The patient said that normally he slowly realises that he is delusional over a 
period of months as he becomes well: 
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“You just get well, it usually takes 3-4 months to get me well. So by the 
second one you’re still a bit delusional, you might think you’re Jesus 
Christ or God or whoever but you’re doubting yourself. Am I really? 
You’re not full blown elated that I’m God, you’re doubting yourself. You’re 
getting well. And by the third month the delusions are gone” (25) 
 
Other patients also said that they did not view pressure as helpful at the time 
that it was used but in hindsight they thought that is was helpful. One patient 
said that pressure could be helpful if the patient lacked capacity to make a 
decision about their treatment. However, another patient said that pressure 
should not be used to administer electroconvulsive therapy even if the patient 
does not have full capacity. They said that the patient’s willingness to undergo 
the treatment should also be taken into consideration, especially if the patient 
has previously expressed that they are unwilling to receive electroconvulsive 
therapy.  
 
4.3.4.2 Pressure can be harmful 
Pressure can be harmful was evident as a theme in 7 out of 27 (26%) interviews 
conducted with patients. Patients said that the use of pressure by mental health 
professionals and families to make patients go along with their treatment could 
be harmful in particular situations. For example, one patient said that the use of 
pressure in the community by the general practitioner and family members in 
the lead up to admission to hospital can be harmful because it contributes to a 
sense of powerlessness and dread:  
 
“You still have to go to somewhere else and even if you’re in a situation 
that needs immediate care with the referral letter in [name of community 
mental health service], seeing the doctor, you’re not going to be brought 
straight to the hospital, you’re going to have to leave again, you see?  So 
it’s, you’re still leaving like and you’re walking out the gate and there’s an 
element of like powerlessness as I said, ok you can walk, you’re under 
your own volition, you can leave but there’s an element that like it’s 
coming you know, […] it ends up to be like a dread you know, like there’s 
nothing I can do about this so I’m going to head up there” 27 
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Another patient said that it was harmful to put her under pressure to go hospital 
before she had received a formal diagnosis. The patient was subsequently 
diagnosed with schizoid personality disorder. She thought that it was harmful to 
pressure her to go into hospital because she found it difficult to be in a social 
environment due to her condition:  
 
“I’m a shy person and am intimidated and they’re not for me and no 
amount of putting me in those situations make it any easier so perhaps if 
they’d known that they wouldn’t have expected me to share mealtimes, I 
don’t know. I would like to think that now with my diagnosis that I would 
perhaps not have to do that.” 182 
 
Patients said that the use of pressure could be harmful when it was abusive and 
rude or when it was used on patients who were suicidal, unstable or already 
under too much pressure.  Some patients believed that other patients might 
harm themselves if they were put under too much pressure by staff. Other 
patients said that being pressurised to go along with treatment was harmful if 
the treatment didn’t help. One patient said that pressure can be harmful if it is 
used for the wrong reasons such as if their “family want to get rid of them for a 
while” (163). One patient thought that pressure is harmful because the acute 
ward to which she was admitted was like “prison with carpets” 76. 
 
4.3.4.3 It is difficult to say whether pressure should be used 
It is difficult to say whether pressure should be used appeared as a theme in 7 
out of 27 (26%) interviews. Patients responded to questions about the ethics of 
the use of pressure by saying that it’s a difficult question to answer. For 
example, patients said “That’s a tough question and I don’t know if I can answer 
it.” (49) and “it’s a difficult one to call […] it’s just a very difficult one to answer” 
(163). When discussing the difficulty of answering the question, one patient said 
that the question of whether pressure should be used is a similar question to 
whether it is ever justified to kill somebody or for parents to slap their children 
and “as long as it’s not you, you don’t mind” (19). Another patient said that “It’s 
not an easy one to be hard and fast on. There’s cases for both sides.” 163. 
Another patient said it was a difficult question to answer because they could 
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only speak for themselves and the question of whether pressure should be used 
can be answered on a case-by-case basis only. 
 
4.3.5 Theme Four: Suggestions for potential improvements to mental 
health services 
 
Patients expressed many suggestions for improving mental health services. I 
present the suggestions as subthemes in table 4.4 
 
Table 4.4: Frequency of subthemes 
Subtheme Frequency that subtheme was evident in 
interviews with patients as a percentage of 
all 27 patients interviewed 
N %  
Interpersonal skills of mental 
health professionals 
8 30 
Services and supports 
offered 
5 19 
Ward environment 3 11 
Assessment and admission 3 11 
Government funding 2 7 
Family and carer 
involvement 
2 7 
 
 
4.3.5.1 Interpersonal skills of mental health professionals 
Improvements in interpersonal skills of mental health professionals was 
apparent as a theme in 8 out of 27 (30%) interviews. Patients said that they 
would prefer mental health professionals to have better interpersonal skills 
when they were communicating with them. For example, one patient said: 
 
“I think I would prefer people to be more adept at interpersonal skills 
when dealing with me. I would prefer if they made me believe that it was 
my choice” 76 
 
The patient gave an example of how she would prefer to be talked to by mental 
health professionals prior to her admission to hospital:  
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“[name of patient] you are not well at the moment, sure you know that 
yourself, you have been here umpteen times before. Would you like to go 
into hospital, we are not going to force you into [name of acute ward] we 
are going to bring you to somewhere nice, where you can relax, chill out, 
do yoga, do aerobics swimming, do exercises, go to the gym, do a little 
bit of OT, have your own private room, have your meals handed to you 
three times day. And if you want to have a bit of counselling, we can 
arrange for you to see someone. And we will make sure you get your 
meds. And it wouldn’t be months [name of patient], it will be three to four 
weeks, this is not going to take long, this is not going to interrupt your life, 
it will only be three to four weeks, it won’t be months.” 76 
 
Patients said they would like the mental health professionals to listen to them 
more carefully and appear to care genuinely about their welfare. One patient 
suggested that people who want to become psychiatrists should be assessed 
before beginning their training to determine their motivation for working as a 
psychiatrist: 
 
“Would it be a good idea to admit people to medical studies before they 
go on to become psychiatrists to assess motivation? Why do you want to 
be a doctor? Is it the money? Is it the prestige? Is it the power? Is it just 
that you view the human body as a rather elaborate car engine and want 
to see how it works? or is that you actually care about people?” 34 
 
Patients said that they wanted mental health professionals to demonstrate 
various qualities during their interactions with them such as kindness, tolerance, 
humility, sensitivity, attentiveness and understanding. One patient wanted 
mental health professionals to be less controlling in their interactions with them 
and show respect for the patient’s autonomy more often.  
 
4.3.5.2 Services and supports offered  
Improvements in services and supports offered was evident as a theme in 5 out 
of 27 (19%) interviews. Patients said that more services and supports could be 
offered either directly through the mental health service or by linking patients in 
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with other supports and services in the wider community. For example, one 
patient said: 
 
“They could be offering me help with weight control, they could be 
offering me help with things like yoga, physical fitness, socialisation, 
getting back to work, those kind of things, or link me in with other 
services in the area that do that” 76 
 
In addition, patients wanted shorter waiting times for services and supports that 
were currently offered. Patients said that they would like access to a wide range 
of supports, therapies and services that they were not currently receiving or 
previously had difficulty accessing such as cognitive behaviour therapy, 
counselling, aromatherapy, yoga, painting classes, work experience and 
alternative therapies such as homeopathy. Patients wanted support and 
assistance with gaining employment, entering education and accommodation 
after discharge from hospital. One patient said that they would prefer to see 
their treating consultant psychiatrist more often and the trainee registrars less 
often at outpatient appointments. Patients said that they should be offered 
specific supports after experiencing coercive interventions to help them “fix the 
damage” (19) that they thought were caused by coercive interventions that they 
had experienced. 
 
4.3.5.3 Ward environment 
Improvements to the ward environment was evident as a theme in 3 out of 27 
(11%) interviews. Patients said that wards should be large with a strong sense 
of spaciousness to offset feelings of claustrophobia and being too close to other 
patients. Patients wanted enough space to walk up and down the ward freely. 
Patients wanted the temperature of the ward to be comfortable and to have 
somewhere relaxing to sit such as a large leather couch.  
 
4.3.5.4 Assessment and admission 
Improvements to assessment and admission was evident as a theme in 3 out of 
27 (11%) interviews. One patient said that there were typically three main 
stages in his admission process. The first was attending a general practitioner 
and receiving a letter of referral to a local community mental health service. The 
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second was attending the local community mental health service for an 
assessment to determine if an admission to hospital was necessary. The third 
was travelling from home to the hospital. Negotiating these stages often 
involved unnecessary disruptions, anxiety and practical difficulties while 
travelling between one location to another. The patient said that all of these 
three stages should be merged and streamlined into one single event in the 
main hospital so that the patient would not need to leave the hospital building 
between initial assessment to discharge from hospital or a decision not to admit 
the patient to hospital. The assessment to determine whether the patient should 
be admitted or not should be conducted immediately after the patient enters the 
hospital. One patient said that the time periods of involuntary detention should 
be shorter. One patient said that she would like more time to eat her meals 
during admission and less pressure to change her clothes every day.    
 
4.3.5.5 Government funding 
Improvements to government funding of mental health services was evident as 
a theme in 2 out of 27 (7%) interviews. Patients described mental health 
services as the ‘Cinderella’ of health services and said that more funding was 
required to support the kinds of changes that would be helpful. 
 
4.3.5.6 Family and carer involvement 
Family and carer involvement was apparent as a theme in 2 out of 27 (7%) 
interviews. One patient said that the assessment process should be person-
oriented and include an open dialogue between the patient, the mental health 
professional and the patient’s family: 
 
“Well I mean they should have a very long discussion with you and your 
parents about what they believe your illness is and the parents can have 
a say and you the person can have a say as well in the diagnosis. There 
should be a kind of open dialogue.” 37 
 
Another patient suggested that people who live with a person with mental illness 
should receive education: 
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“I think the people who live with a person who has a mental illness their 
perceptions or their ways and means of dealing with it, like either need to 
be educated or, re-educated I mean or need to be like you know like told, 
you know, look this is the situation with him and like he’s not mad, like 
you know, the pills don’t actually work the way you think they work you 
know, you know if he is anxious like that, that doesn’t mean [that] he 
needs to go to the hospital.” 27 
 
4.3.6 Theme Five: Perspectives on carers who put pressure on patients 
 
Patients expressed different perspectives on family and professional carers who 
put pressure on patients. I present the different perspectives as subthemes in 
table 4.5 
 
Table 4.5: Frequency of subthemes 
Subtheme Frequency that subtheme was evident in 
interviews with patients as a percentage of 
all 27 patients interviewed 
N %  
Genuine concern 13 48 
Inadequate understanding  8 30 
Malice 5 19 
 
 
4.3.6.1 Genuine concern 
Genuine concern was apparent as a theme in 13 out of 27 (48%) interviews. 
Patients said that their family and professional carers were acting appropriately 
based on genuine concern for them when they put them under pressure. Often 
during times of personal crisis patients did not realise how unwell they were and 
what the motivations and feelings of their carers were. It was only with hindsight 
that patients could reflect on what happened and see that their carers had their 
best interests in mind: 
 
“I thought by wanting to commit suicide that they’d be happier without me 
and it didn’t dawn on me, I just went black, there is nothing left anymore 
you are gone, into the black hole. And you think by going away, everyone 
else will be happy […] they were broken hearted and I didn’t realise that. 
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I thought I'm doing them a favour, by getting out of their lives and letting 
them live. But I know now they are there for me […] And when I look 
back and say, oh my God, what did I do that for?” 67 
 
Patients who experienced psychosis said even though they were highly 
suspicious and paranoid at the time, they were ultimately able to trust the 
advice of their families and go along with the proposed treatment: 
 
“Well the GP, I didn’t do much talking in the room, I was mainly over at 
the window looking out for these suspicious people and cars. It was my 
big brother came in with me and he spoke to the GP and just rang [name 
of community mental health service] and I remember him saying we need 
an urgent appointment for today. And then we went up to [name of 
community mental health service] that day and I wouldn’t even sit in the 
car park, I wanted to keep driving around in case someone came into the 
car park to get me […] [My family] said you have to do it, it’s the only way 
you are going to get well, if you go and see someone about it. I could 
have been six foot under if I didn’t go, I could have done something 
drastic, if I didn’t go. […] I’d always listen to my families advice, 
somebody who knew what they were talking about.” 55 
 
Patients said that they didn’t have anything against the nurses who put them 
under pressure because “they are just doing their job.” 37. One patient said that 
they initially rebelled against nurses who put them under pressure but 
eventually complied with their requests. In general, patients expressed positive 
feelings about their carers: 
 
“you know they’re friendly and nice and then they understand your 
problem as best they can and, they talk to you as an individual right and 
they work with you.” 145 
 
They described their carers who put them under pressure as nice, lovely, 
trustworthy friendly, understanding, kind and supportive.  
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4.3.6.2 Inadequate understanding 
Inadequate understanding was apparent as a theme in 8 out of 27 (30%) 
interviews. While patients appreciated that their carers thought that they were 
doing the right thing, they viewed their actions as misguided based on an 
inadequate understanding. For example, one patient said that the only reason 
he took medication was to reassure his parents: 
 
 “To be quite honest to have my parent’s affection, I would take it anyway 
at this stage. If they want me to take them, to reassure them. It’s about 
them and not me - I want them to be happy and them to be happy is me 
taking the medication.” 10 
 
Patients said that being put under pressure to go along with treatment by carers 
who had an inadequate understanding of their mental state was a very 
upsetting experience:  
 
“It feels awful, it makes you feel very frustrated and fighting against that, 
it feels terrible”. 96 
 
Patients felt angry when they were unwell and others put them under pressure: 
 
“I was angry with them and I was angry with myself in a sense that I was 
in a position where I couldn’t, I needed, I had a feeling I couldn’t get out 
of it you know.  So I was gone, I was on a track that was progressing and 
I had no means to stop it you know so, there was almost a little doubt, an 
inevitability that I was going to end up in the hospital and I knew that at 
the time and I was angry about that too you know.” 27 
 
The same patient said that shortly after he entered hospital and received 
treatment he started to feel better; less angry and frustrated. This coincided with 
a realisation that he needed to be in hospital. One patient speculated that 
“maybe I thought that they didn’t understand right because I didn’t understand it 
myself.” 145  
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4.3.6.3 Malice 
Malice was apparent as a theme in 5 out of 27 (19%) interviews. Patients said 
that their interactions with carers who put pressure on them were characterised 
by disempowerment, abuse of power and bullying. For example, patients felt 
that their views were simply not listened to: 
 
“I would still say that they didn’t have any regard for who I was you know 
or for what I was saying at the time.  To the level of the GP and even 
coming down here [to the community mental health service] with the 
referral letter, I still believe that I wasn’t being listened to you know, I 
think it exacerbated the situation to an extent that I was more anxious, 
more paranoid, more, like I had more feelings of powerlessness.” 27   
 
Patients thought that nurses who put them under pressure unnecessarily 
abused their power and were unhelpful. For example, one patient said that the 
nurses during her involuntary admission behaved “like prison wardens” 76 and 
she viewed them more as custodians rather than carers: 
 
“And if you have nurses who do absolutely nothing all day, except hand 
out tablets, right, that’s all on the prison model. Sure you might as well be 
in prison. There is no therapy there.  There is no relationship with the 
patients, in fact I don’t think they want a relationship with the patients. 
They just want to control this bunch of people.” 76 
 
One patient who was hospitalised after a failed suicide attempt by overdosing 
on his medication thought that his consultant was more concerned about his 
reputation as a doctor than about the patient’s reasons for wanting to end his 
life: 
 
“I was transferred to the hospital and my consultant came to see me on 
his own. And he came into my room. He sat down opposite to me and he 
said ‘I have two things to say to you [name of patient], one: you should 
not have survived, the second point is, they were medications that I 
prescribed to you’. And to be quite honest I felt like two right slaps across 
the face. He is more concerned about his reputation as a doctor, than 
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about why I might have wanted to end my life. Or why he was prescribing 
so much medication in the first place. He’s supposed to be the big 
cheese, the head, the guy who knows better. I mean this guy was a 
psychoanalyst, one of the best psychologists in the country. So I feel that 
he should have been more aware of my mental state and the chances, 
and he knew I was in this dump in [location of accommodation], he 
should have known that I was unwell and therefore nearly suicidal.” 34 
 
Patients said that they felt bullied by the system. When asked what is bullying in 
this context, one patient said “Pressurising people to do things that you want 
them to do, power thing, the ones that are doing it” 106. Another patient said 
that his experience of being put under pressure in hospital was like being bullied 
and having his spirit broken: 
 
“Well you see what happens is, they break your will and once your will is 
broken, the slightest hint of disobedience and you know what’s ahead of 
you.  It’s classic intimidation technique […] it’s like being bullied at 
school, except it’s by adults […] Like it’s toxic, hospital is a toxic, to 
characters like me. I should never go near them. To have your spirit 
broken sounds like nothing, but it’s the start of your next nervous 
breakdown […] And I have had my spirit  broken every time I’ve been in 
there, you try your best and you try your hardest, your strongest, your 
biggest, your baddest and then you just get  squashed” 19 
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4.3.7 Theme Six: Concepts of service user and patient identity 
Patients expressed differing concepts of “service user” and “patient” and often 
stated a preference for one. I present the different conceptions as subthemes in 
table 4.6 
Table 4.6: Frequency of subthemes 
Subtheme Frequency that subtheme was evident 
in interviews with patients as a 
percentage of all 27 patients 
interviewed 
N %  
Patient as a person with a medical 
condition who requires treatment 
13 48 
Service user as an independent 
and empowered outpatient who is 
relatively well 
6 22 
Patient as a vulnerable dependent 
inpatient who has lost much to a 
lifelong disability 
5 19 
 
4.3.7.1 Patient as a person with a medical condition who requires 
treatment 
The concept of patient as a person with a medical condition who requires 
treatment was evident as a theme in 13 out of 27 (48%) interviews. Patients 
viewed the concept of “patient” as indicative of having a medical condition that 
requires medical treatment in the same way that any other medical condition 
would: 
 
“I mean I just have a condition, bipolar condition, so at times I need 
medical treatment, hospitalisation for that condition, it doesn’t concern 
me at all. I have diabetes as well, I have prostate cancer, that’s just the 
way it is, could be worse” 163 
 
Patients said that being a patient means that you’re ill and you “don’t have the 
expertise to treat yourself” 27 so you require the expertise of doctors to treat 
you.  
When asked why they prefer the term ‘patient’ to ‘service user’, one patient 
whose overall treatment consisted of an admission to a general hospital and a 
psychiatric hospital said: 
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 “I just don’t think there’s a stigma attached to the term and I think when 
you do go to the trouble of calling it something like service user it makes 
it kind of...I don’t know…you’re a patient. […] you break your leg and you 
have to go to hospital you’re a patient. Why differentiate. Like I said I was 
in two hospitals so as far as I was concerned I was a patient. Does 
service user sound more selfish? I don’t know.” 182 
 
4.3.7.2 Service user as an independent and empowered outpatient who is 
relatively well 
The concept of service user as an independent and empowered outpatient who 
is relatively well was evident as a theme in 6 out of 27 (22%) interviews. 
Patients said that they associated the concept of service user with an 
independent and empowered member of society who consumes multiple 
services, one of which happens to be a mental health service. Patients also said 
that the term service user suggests that the person is relatively well and 
receiving treatment in the community rather than in hospital. They believed that 
the term “service user” implied that a person needed assistance in an outpatient 
context rather than intensive treatment in hospital: 
 
“To me a service user is a person that needs assistance in controlling 
something where I didn’t know what was going on, I didn’t have a clue 
what was happening to me. My thoughts were irregular, I was getting 
crazy thoughts. I was getting a lot of nightmares and I felt that when I 
went into hospital I needed someone to help me and tell me exactly what 
was going on in my life. Where a service user will go in and he’s not 
100% but he just needs a bit of guidance back up to level himself but I 
was right down the bottom. I had nowhere else to go.” 49 
 
4.3.7.3 Patient as a vulnerable dependent inpatient who has lost much to a 
lifelong disability 
The concept of patient as a vulnerable dependent inpatient who has lost much 
to a lifelong disability was evident as a theme in 5 out of 27 (19%) interviews.  
For example, one patient said: 
 
248 
 
“I think patient shows a certain amount of reliance on other people, which 
is what you have to do when you are sick. It’s kind of admitting I am 
unwell, I am sick, I am a patient, I'm here to be cured, you are here to 
help me” 76 
 
Patients also said that being a psychiatric patient means having an inferior 
place in society and being looked down upon by others, including professional 
carers. They clarified that being a “patient” suggests that someone is 
particularly unwell and in need of hospitalisation and this is often associated 
with feelings of powerlessness and vulnerability. Patients emphasised how 
enduring mental illness can have a destructive impact on patient’s lives and this 
can contribute to depressive symptoms. For example, one patient said: 
 
“To be a patient and I mean, your place is at an enormous disadvantage. 
And that means you lose a lot of things, that you might otherwise have 
had in life. Which of course in itself is a problem, which feeds into your 
depression, because the sense of loss accumulated over the years and 
therefore the tendency to go into depression also.” 34 
 
This patient also recalled a conversation with a consultant psychiatrist who 
challenged this belief: 
 
“But I remember a while back, I was at an outpatient appointment with a 
consultant, I said to him, I mentioned everything that I had lost. He snaps 
at me, ‘what have you lost?’ It’s as though you don’t deserve anything at 
all. Ok, so I held onto my degree, I got that. But I have lost jobs and even 
night jobs, because of my illness. And I haven’t done as well in life as I 
would have liked to, because of my illness, I have lost a huge amount. 
But his attitude seemed to be well you didn’t deserve to have anything in 
the first place.”34 
 
When asked why they prefer to be described as a ‘service user’ rather than as a 
‘patient’, one patient said: 
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“Some people might say: ‘What are you a patient of?” and if you say 
‘Mental hospital’ or ‘Mental illness’, they might look down upon you. If 
you say ‘Service user’, people might not know that means you were in 
hospital before or anything. It’s nothing to be ashamed of being in 
hospital because it can happen to anybody. But there is a stigma out 
there, that people do look down upon you if you have a mental illness or 
they think you are mad or a lunatic or something, which isn’t true, 
because it can happen to anybody.” 102 
 
Patients also said that they did not like the term patient because it is a “very 
clinical, sort of cold expression.” 106 
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4.4 Discussion of Qualitative Design: Study Three 
4.4.1 Overview 
In this section, I begin by summarising the main findings of this study. Next, I 
address the research aims, objectives and questions of this qualitative study. 
Then I discuss the findings with reference to previous research. I then discuss 
my reflexive awareness process in relation to this study. Next, I describe the 
strengths and limitations of this study. I conclude by specifying research and 
ethical implications.   
 
4.5 Summary of Results 
Of the 27 patients interviewed, 18 (67%) were male and 16 (59%) had a 
diagnosis of a psychotic disorder. The mean age was 40 (±12 years). The 
conceptualisation of pressure as an affective state characterised by intense 
feelings of stress and overwhelm was evident in a majority of interviews. 
Patients experienced this stress across a broad range of contexts throughout 
their mental health treatment including administration of medication, involuntary 
admission and becoming unwell. The view that the use of pressure to make 
patients go along with their treatment was potentially helpful and justified under 
particular circumstances such as when a patient is extremely unwell and at risk 
to themselves or others was evident in a majority of interviews. A retrospective 
view that carers who put patients under pressure were acting out of genuine 
concern was evident in the majority of interviews. The concept of a patient as a 
person with a medical condition who requires treatment was evident in the 
majority of interviews. Patients identified a number of potential advances in 
mental health services such as improving the interpersonal skills of mental 
health professionals and diversifying the range of services and supports 
available to patients. 
 
4.6 Research Aims and Objectives Conclusions 
I aimed to provide a thick description of patient perspectives on their experience 
of pressure throughout mental health treatment. I achieved this aim through two 
research objectives.  
Firstly, I described how patients experience pressure in their mental health 
treatment by reporting different conceptions and contexts of pressure that were 
evident in interviews with patients. Specifically, the conceptualisation of 
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pressure as an experience of stress that resulted from feeling overwhelmed was 
evident in a majority of interviews. Patients experienced this stress across a 
broad range of contexts throughout their mental health treatment including 
administration of medication, involuntary admission and becoming unwell. I 
reported these findings in more detail in the results chapter, particularly in 
“Theme One: Contexts of pressure” and “Theme Two: Conceptions of 
pressure”. 
Secondly, I described how patients conceptualise the ethics of the use of 
pressure on mental health service users by reporting different perspectives on 
the ethics of the use of pressure in mental health treatment and on carers who 
put pressure on patients. Specifically, the view that the use of pressure to make 
patients go along with their treatment was potentially helpful and justified under 
particular circumstances such as when a patient is extremely unwell and at risk 
to themselves or others was evident in a majority of interviews. A retrospective 
view that carers who put patients under pressure were acting out of genuine 
concern was evident in the majority of interviews. I reported these findings in 
more detail in the results section of this chapter, particularly in “Theme Two: 
The ethics of the use of pressure in mental health treatment” and “Theme Four: 
Perspectives on carers who put pressure on patients” 
 
4.7 Research Question Conclusions 
4.7.1 Research Question: What contexts do participants experience as 
pressurised in their mental health treatment? 
 
Patients experienced pressure across a broad range of contexts. From most to 
least frequently reported, the contexts were: administration of medication, 
involuntary admission, becoming unwell, negotiating self in society and 
everyday life, voluntary admission, seclusion, the acute ward environment, 
making decisions about treatment, negotiating access to services, physical 
restraint and enduring beliefs about being controlled by external forces. 
 
4.7.2 Research Questions: How do participants conceptualise pressure? What 
features characterise contexts that participants experienced as pressurised? 
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Patients conceptualised pressure as stress due to feeling overwhelmed, being 
forced against their will and the opposite of having a voice. The main features 
that characterised contexts that participants experienced as pressurised were 
stressful experiences of feeling overwhelmed, unable to cope and in need of 
help. Patients said that they felt pressure more intensely when they were forced 
against their will than when they were persuaded to take medication. Patients 
said that they did not feel under pressure when they felt fully involved and 
included in decision making processes that were relevant to their lives and 
treatment. 
 
4.7.3 Research Questions: How do participants experience pressurised 
contexts?  
 
Patients experienced pressure across a variety of contexts throughout their 
mental health treatment. Patients felt under pressure to take medication. For 
example, some patients said that they were forcibly injected after refusing oral 
administration. Patients felt under pressure during involuntary admission. For 
example, some patients were moved into hospital against their will. Patients felt 
under pressure when they were becoming unwell. For example, patients with 
psychosis reported hearing voices, thinking that they were referred to in reports 
in newspapers and on television. They felt afraid because they thought that 
people wanted to harm them and were plotting against them. Patients 
experienced pressure in the context of negotiating self in society and everyday 
life. For example, patients felt under pressure to achieve similar levels of 
occupational functioning as their peers and family members who they believed 
did not have mental health difficulties to the same extent that they did. Patients 
experienced pressure during voluntary admission. For example, patients often 
decided to admit themselves voluntarily in order to avoid an involuntary 
detention, which they viewed as inevitable if they did not admit themselves. 
Patients experienced pressure in the context of being secluded during 
admission. For example, patients described a sense of claustrophobia during a 
seclusion episode. Patients felt under pressure in the context of the acute ward 
environment. For example, patients described the acute locked ward as 
continuously busy and noisy with frequent outbreaks of violence. Patients said 
that they experienced pressure in the context of making decisions about 
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treatment. For example, one patient said that his consultant put him under 
pressure to leave hospital sooner than he would have liked. Patients 
experienced pressure in the context of negotiating access to services. For 
example, one patient said that the hospital admissions staff was sometimes 
reluctant to admit the patient to hospital so it was necessary for the patient to 
persuade her GP and the admissions staff that a hospital admission was 
appropriate. Patients said that they experienced pressure in the context of 
physical restraint. For example, one patient reported that she was physically 
restrained for the purpose of moving her to an acute locked ward. Finally, one 
patient continuously felt under pressure as he believed that a group of research 
psychologists actively controlled his thoughts, speech and behaviour. 
 
4.7.4 Research Question: How do participants experience their relationship with 
the people who are involved in the pressurised contexts? 
 
Patients experienced their relationships with others who put them under 
pressure differently as contrasting perspectives on carers were apparent across 
interviews. 
In the majority of interviews, patients said that their family and professional 
carers were acting appropriately based on genuine concern for them when they 
put them under pressure. It was only with hindsight that these patients could 
reflect on what happened and see that their carers had their best interests in 
mind. However, some patients said that while their carers genuinely believed 
that they were acting in the best interests of the patient, their behaviour was not 
helpful because it was based on a misunderstanding of mental illness and what 
the patient’s needs were at the time. Finally, some patients viewed their carer’s 
behaviour as malicious. They felt bullied, abused and disempowered in their 
relationship with their carers.  
 
4.7.5 How do these experiences inform the participant’s service user identity? 
 
These experiences informed the participants’ service user identity in different 
ways as patients expressed differing concepts of “service user” and “patient” 
and often stated a preference for one. The majority of patients expressed a 
preference to be described as a “patient”. Patients viewed the concept of 
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“patient” as indicative of having a medical condition that requires medical 
treatment in the same way that any other medical condition would. Other 
patients preferred the term “service user”. Patients said that they associated the 
concept of service user with an independent and empowered member of society 
who consumes multiple services, one of which happens to be a mental health 
service. Some of these patients considered the term “patient” to refer to a 
vulnerable dependent inpatient who has lost much to a lifelong disability. They 
said that being a psychiatric patient means having an inferior place in society 
and being looked down upon by others, including professional carers.  
 
4.7.6 How do participants conceptualise the necessity, benefit, harm and justice 
of pressure? 
Participants conceptualised the necessity, benefit, harm and justice of pressure 
differently as patients expressed a number of contrasting perspectives on the 
ethics of the use of pressure in mental health treatment throughout the 
interviews. The majority of patients said that the use of pressure by mental 
health professionals and family members to make patients go along with their 
treatment can be helpful for patients who are extremely unwell with various 
symptoms of mental illness such as hearing voices, paranoia and mania. In 
addition, patients thought that coercive treatment would be justified for people 
with mental illness who are at risk to themselves and others. Other patients said 
that the use of pressure could be harmful in particular situations such as if the 
patient had been misdiagnosed, if the use of pressure was abusive, if the 
patient was particularly vulnerable or if the treatment didn’t work. A number of 
patients found it difficult to answer the question of when pressure should be 
used. For example, one patient said they found it difficult to answer because 
they could only speak for themselves and they believed that the question of 
whether pressure should be used can be answered on a case-by-case basis 
only. 
4.7.7 Depending on their ethical position, how do participants think the use of 
pressure could be reduced, replaced, prevented and/or otherwise improved in 
clinical mental health practice? 
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Patients expressed many suggestions for improving mental health services. The 
most frequent suggestion was to improve the interpersonal skills of mental 
health professionals. Patients said they would like the mental health 
professionals to listen to them more carefully and appear to care genuinely 
about their welfare. Patients said that they wanted mental health professionals 
to demonstrate various qualities during their interactions with them such as 
kindness, tolerance, humility, sensitivity, attentiveness and understanding. 
Patients said that more services and supports should be offered either directly 
through the mental health service or by linking patients in with other supports 
and services in the wider community. For example, patients wanted support and 
assistance with gaining employment, entering education and accommodation 
after discharge from hospital. Patients said that wards could be improved by 
making them larger with a strong sense of spaciousness to offset feelings of 
claustrophobia and being too close to other patients. Patients said that the 
assessment and admission process should be improved so that the patient 
would not need to leave the hospital building between initial assessment to 
discharge from hospital or a decision not to admit the patient to hospital. 
Patients said that the assessment to determine whether the patient should be 
admitted or not should be conducted immediately after the patient enters the 
hospital.  Patients said that more funding was required to support the kinds of 
changes that would be helpful. Patients said that improvements could be made 
to family and carer involvement such as including an open dialogue between 
the patient, the mental health professional and the patient’s family in the clinical 
assessment process.  
4.8 Comparison with Previous Literature 
4.8.1 Towards a phenomenological account of pressure 
Within the literature, the experience of pressure by patients throughout mental 
health treatment is most commonly defined in terms of different forms and 
techniques. For example, Szmukler and Appelbaum (2008) present a definition 
of “the spectrum of treatment pressures evident in contemporary mental health 
practice” (Szmukler and Appelbaum, 2008, p.234). The authors delineate 
different forms of pressure across this spectrum in terms of the ethical 
implications of their use. This emphasis on ethical implications is probably used 
to define different forms of pressure because it appears to be the most helpful 
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and relevant definition for mental health professionals in their everyday clinical 
practice. However, there are many other ways of delineating the spectrum of 
pressures experienced by patients throughout mental health treatment. For 
example, Wertheimer (1993) defines power as “A exercises power over B when 
A gets B to do something that B would otherwise not have done” (Wertheimer, 
1993, p.246). The author then proposes that different forms of power “can vary 
in the following respects: “(1) essential mode of interaction; (2) psychological 
effects; (3) efficacy; (4) compatibility with B’s freedom; (5) ascription of 
responsibility; (6) justification” (Wertheimer, 1993, p.246). Accordingly, the 
spectrum of pressures experienced by patients throughout mental health 
treatment could be justifiably delineated according to any of these constructs. 
Even within research studies focused exclusively on the perception of coercion 
in psychiatric patients, researchers tend to focus on correlates and themes of 
perceived coercion. This led one review article about perceived coercion to 
conclude: 
 
“More nuanced research is needed to understand the individual 
experience of psychiatric patients in their own context to enable 
psychiatrists to optimize treatment management of their patients while 
maximizing their autonomy.”(Newton-Howes and Mullen, 2011, p.470) 
 
It appears from the results of this study that patients do not experience or 
conceptualise pressures in terms of the ethical distinctions referred to by 
previous authors. Rather, patients appear to experience pressure primarily as 
an affective state characterised by intense feelings of stress and overwhelm. 
This affective state is activated across multiple contexts that include many 
forms of coercion that have already been identified in the literature such as 
involuntary admission, forced medication, seclusion and physical restraint. 
However, the contexts also include aspects of patient experience that have not 
been investigated as extensively in the literature such as negotiating self in 
society and everyday life and becoming unwell.  
The context of becoming unwell has previously been discussed by an academic 
philosopher writing about the philosophy of coercion for mental health 
professionals. Specifically, Wertheimer (1993) proposed that: 
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“If, for example, the best analytical theory of coercion allows us to think 
of (some) mental disorders as forms of “internal” or “intrapsychic” 
coercion, it may be easier to justify the use of “external coercion”. On this 
view, it could be argued that mentally disordered persons are going to be 
coerced (either internally or externally) in either case and only external 
coercion has the hope of rendering them uncoerced (by both internal and 
external pressures) at some future time.” (Wertheimer, 1993, p.240) 
 
Previous qualitative research exploring the experience of pressure in the 
context of community psychiatric treatment presented the patient’s experience 
in terms of leveraged and non-leveraged pressure (Canvin et al., 2013). This 
distinction was useful because the study was specifically exploring “informal 
practices aimed at managing psychiatric patients in the community setting that 
fall outside legal and policy provision or guidance”(Canvin et al., 2013, p.100). 
However, the emphasis on contexts in which feelings of pressure become 
prominent rather than an emphasis on ethical distinctions across interventions 
is important in this study because it generates testable hypotheses for 
explaining individual differences in terms of perceived coercion. For example, a 
large multi-site observational study across Europe found that 10% of involuntary 
patients did not perceive coercion during their admission and 21% of voluntary 
patients did (Kallert et al., 2011a). These individual differences in perceived 
coercion of patients situated in the same treatment context (i.e. voluntary or 
involuntary admission) could be explained by a hypothesis generated from the 
findings of this study. Specifically, it could be that an affective state 
characterised by intense feelings of stress and overwhelm was absent in these 
patients and this prohibited the perception of coercion even in contexts that are 
explicitly coercive such as an involuntary admission. This hypothesis is 
consistent with the cognitive appraisal theory of emotion by Lazarus (1991) 
which proposes that a person’s experience of stress is dependent on a 
mediating relationship between an individual’s appraisal of the context and the 
actual context rather than a direct experience of the context itself:  
 
“Within a meta-theoretical system approach Lazarus (1991) conceives 
the complex processes of emotion as composed of causal antecedents, 
mediating processes, and effects. Antecedents are person variables 
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such as commitments or beliefs on the one hand and environmental 
variables, such as demands or situational constraints, on the other. 
Mediating processes refer to cognitive appraisals of situational demands 
and personal coping options as well as to coping efforts aimed at more or 
less problem-focused and emotion-focused. Stress experiences and 
coping results bring along immediate effects, such as affects or 
physiological changes, and long-term results concerning psychological 
well-being, somatic health and social functioning.”  (Schwarzer, 1998, 
p.2) 
 
This theory would not only explain why different patients perceive differing 
levels of pressure within the same context, but also how individual perceptions 
of pressure change across time depending on the dynamic interpretation of their 
context. For example, this theory could explain my finding that patient’s 
perspectives on the locked door of the ward appeared to change over time. One 
patient said that the locked door initially made the patient feel under pressure. 
However, over time the patient realised “that it was for everybody’s safety that 
the doors were locked” 145 and did not feel under pressure as much as before.  
 
4.8.2 Patient Perspectives on Relationships with Carers  
In the qualitative interviews, patients described their perspectives on their 
carers who put pressure on them to engage with mental health treatment. 
These carers included mental health professionals, general practitioners and 
family members. Patients often referred to a wide range of people who were 
involved in their care and did not appear to place as much emphasis on carers 
who were mental health professionals in comparison to the research literature. 
In contrast, previous research investigating the impact of coercion on patient’s 
relationships with their carers tends to emphasise relationships with carers who 
are mental health professionals. For example, Sheehan and Burns (2011) found 
that higher levels of perceived coercion were associated with a more negative 
evaluation by the patient of their therapeutic relationship with the clinician who 
they felt was most responsible for their admission and Cookson et al. (2012) 
found that greater perceived coercion was associated with better therapeutic 
relationships with nursing staff. That patients did not place as much emphasis 
on the identity, professional or otherwise, of the carers could reflect the semi-
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structured nature of the qualitative interview. However, it could also reflect 
patient’s lived experience that a number of people put them under pressure to 
do something that they did not wish to do, often within a short period of time. 
Distinguishing these people in terms of their individual professional 
backgrounds or other identities may not have seemed as important in the 
qualitative interview as the overall impact of being put under pressure by a 
group of people at a particular time of the patient’s life. 
A systematic review of studies on the topic of perceived coercion published in 
2011 reported five qualitative studies. The major themes found across studies 
“highlighted feelings of violation, disrespect, and not being heard by their 
clinicians” (Newton-Howes and Mullen, 2011, p.467). All five studies focused on 
specific interventions within the context of psychiatric admission. In contrast, the 
interviews of this study focused on any contexts in which patients felt under 
pressure throughout their mental health treatment. The systematic review found 
that a minority of patients reported positive themes in relation to coercive 
experiences in three out of the five qualitative studies:  
 
“These tended to emerge in retrospect, well after a patient’s 
hospitalization, and focused on the need or rationale for treatment. 
These positive themes tended to reflect the social norms and 
explanations for compulsory care’s leading to coercion, rather than the 
emotive or subjective responses elicited by such care.” (Newton-Howes 
and Mullen, 2011, p.467). 
  
This finding is consistent with the results of this study, as patients said that their 
carers were acting appropriately based on genuine concern for them when they 
put them under pressure. It was only with hindsight that these patients could 
reflect on what happened and appreciate that their carers had their best 
interests in mind. However, while this theme was evident in 13 out of 27 (48%) 
interviews in this study, it was evident in a smaller minority of patients in the 
systematic review. This discrepancy could be due to limitations inherent in 
reporting frequencies in qualitative studies as they use non-probability 
sampling. However, the discrepancy could also be explained by the finding of 
the systematic review that “these tended to emerge in retrospect, well after a 
patient’s hospitalization”. That finding is consistent with the findings of this 
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study, as many patients referred to coercive events that they experienced a 
substantial amount of time before the qualitative interview. As some patients in 
this study suggested, it may be that they were very unwell at the time of the 
coercive interventions and could not appreciate that their carers had their best 
interests in mind. As the patient’s beliefs changed  after receiving treatment, 
they could retrospectively view the interventions of their carers as appropriate 
and motivated by genuine concern. This view is consistent with justifications of 
coercion that have been previously referred to as thank you theory, 
retrospective consent and retrospective compliance (Wertheimer, 1993). 
Wertheimer (1993) explains this justification as follows: 
 
“What, then, does the retrospective theory show? If a reasonable number 
of patients come to retrospectively approve of [coercive treatment], 
retrospective approval may show that it was reasonable for us to have 
imposed [coercive treatment] in the first place. Not because the later 
consent removes the force of the earlier refusal to consent, but because 
it shows us that we may have been right not to place excessive value on 
the earlier refusal in the first place” (Wertheimer, 1993, p.254) 
 
However, an alternative explanation is that patients were less critical of their 
carers due to Festinger’s (1957) theory of cognitive dissonance which proposes 
that “when people hold two contradictory ideas simultaneously, they tend to 
reduce the resulting discomfort by justifying or rationalizing their attitudes and 
beliefs” (Georgieva et al., 2012b, p.10). Previous research found that people 
tend to justify traumatic events retrospectively through a process of cognitive 
dissonance that can help people to cope with the trauma (Georgieva et al., 
2012b). This explanation for patient’s retrospective views on the justification of 
coercive experiences has been proposed by previous studies investigating 
coercion:  
 
“In our case, patients may have been  angry  and  dissatisfied  because  
of  their  containment,  but  also  have  felt  guilty due to their violent 
behaviour, or have felt fear due to their dependence on hospital staff.  
These  contradictory  feelings  may  have  led  them  to  justify  their  
beliefs  and attitudes; by inflating their approval of coercive practices and 
261 
 
reinforcing their denial of any negative consequences, they may thus 
have become less critical of them.” (Georgieva et al., 2012b, p.10) 
 
Finally, the discrepancy between the frequency of patients reporting positive 
retrospective views in the systematic review and this study highlight an 
important conceptual distinction between the patient’s retrospective view of 
whether the coercion was appropriate and the patient’s retrospective feelings 
about the lived coercive experience. In this study, the patients described their 
experiences of the actual coercive interventions in predominantly negative 
terms that are consistent with the negative themes reported in the systematic 
review (Newton-Howes and Mullen, 2011). However, only a minority of the 
patients in this study did not think that their carer’s coercive behaviour was 
appropriate. It is possible that while patients recall the actual coercive 
experiences in negative terms, they retrospectively appreciate that the coercion 
was appropriate at the time despite the unpleasantness of the experience. It 
could be that the qualitative studies in the systematic review found less positive 
themes than this study because the interviews focused on the patient’s feelings 
about the coercion rather than their view on the retrospective appropriateness 
of the coercion. This distinction is supported by previous research which found 
that 52% of patients who viewed their admission to hospital as unnecessary at 
the time of admission retrospectively viewed their admission as necessary at 
four to eight weeks after discharge. However, the researchers also found that 
patient’s emotional reaction to the admission, which was predominantly 
negative, did not change significantly after discharge. The researchers 
concluded: 
 
“This suggests that patients’ aversion to commitment is a moral response 
to the loss of dignity and respect implicit in the deprival of autonomy. 
Mental health professionals have often justified commitment in terms of 
its consequences for the patients’ health. However, patients’ 
retrospective evaluations of these consequences apparently do not 
change their feelings about coercion. Looking back on their 
hospitalisation, coerced patients are likely to continue to be offended, 
even if they now view the hospitalisation as necessary” (Gardner et al., 
1999, p.1390) 
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4.8.3 Coercion, Identity and Stigma 
One consequence of putting pressure on people to engage with mental health 
treatment is that the person will be identified as a receiver of mental health 
services. Different labels have been used for people who receive mental 
treatment such as patient, service user, consumer, client or expert by 
experience. Investigating how people who use services understand and develop 
preferences for these labels is important because they reveal subtle aspects of 
how people negotiate their identities and participate in relationships in which 
those identities emerge. In addition, McLaughlin (2009) argued that it matters 
what labels are used because: 
 
“Whichever discourse we wish to use identifies a power dimension and 
hierarchy of control. The language we use labels individuals in different 
ways and, in so doing, acts as both a signifier and an external social 
control. Whichever label we use—‘service user’, ‘consumer’, ‘customer’, 
‘client’ or ‘expert by experience’—it is descriptive not of a person, but of a 
relationship.” (McLaughlin, 2009, p.1114) 
 
Previous studies conducted in London and Hertfordshire in the United Kingdom 
reported that psychiatric patients prefer the term “patient” over other terms 
including user, survivor, and service user (Simmons et al., 2010, Ritchie et al., 
2000, McGuire-Snieckus et al., 2003). This is highly consistent with the results 
of this study, as the majority of patients expressed a preference for the term 
“patient” in comparison to “service user”. Simmons et al. (2010) found that these 
preferences depended on the mental health professional that the patient was 
engaging with to a small extent. For example, participants expressed a strong 
preference for the term ‘patient’ when they engaged with a doctor or nurse and 
a moderate preference when they engaged with a social worker or occupational 
therapist. Simmons et al. (2010) also included a qualitative component in their 
study to ask participants to explain their preference. Participants who preferred 
the term ‘patient’ stated: 
 
“I believe addiction is an illness. If I was in with cancer I would expect to 
be called a cancer patient so what is the difference?” 
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“Mental health issues should be treated in a similar way to other health 
issues, therefore a medical model is most appropriate in a medical 
context” 
 
“I see mental health problems in the same way as physical problems, 
and therefore being called a patient is appropriate for both. I see a 
counsellor, for which I pay – for this I think either patient or client is 
appropriate”  
(Simmons et al., 2010) 
 
These quotations are highly consistent with the results of this study as patients 
viewed the concept of “patient” as indicative of having a medical condition that 
requires medical treatment in the same way that any other medical condition 
would. 
In this study, patients who stated a preference for ‘service user’ understood the 
term to refer to an independent and empowered member of society who 
consumes multiple services, one of which happens to be a mental health 
service. Some of these patients considered the term “patient” to refer to a 
vulnerable dependent inpatient who has lost much to a lifelong disability. They 
said that being a psychiatric patient means having an inferior place in society 
and being looked down upon by others, including professional carers. There is 
some evidence in the results of this study that the way in which participants 
frame these meanings is linked to the management of stigma. For example, 
Goffman theorised that people who have received mental health treatment 
engage in an act of ‘passing’ which refers to: 
 
“By intention or in effect the ex-mental patient conceals information about 
his real social identity, receiving and accepting treatment based on false 
suppositions concerning himself. It is this second general issue, the 
management of undisclosed discrediting information about self; that I am 
focusing on in these notes, in brief, `passing'.”(Goffman, 1959, p.57) 
 
One participant described engaging in this ‘passing’ behaviour when discussing 
her preference for the term ‘service user’:  
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“Some people might say: ‘What are you a patient of?” and if you say 
‘Mental hospital’ or ‘Mental illness’, they might look down upon you. If 
you say ‘Service user’, people might not know that means you were in 
hospital before or anything. It’s nothing to be ashamed of being in 
hospital because it can happen to anybody. But there is a stigma out 
there, that people do look down upon you if you have a mental illness or 
they think you are mad or a lunatic or something, which isn’t true, 
because it can happen to anybody.” 102 
                                                                                                                                                                                                                                                                                                                                                                     
4.8.4 Patient Perspectives on the Ethics of Coercion 
It is difficult to compare my findings on patient perspectives on the ethics of 
coercion as other studies tend to focus on patient’s experiences of coercion and 
their retrospective feelings and attitudes about those experiences rather than 
engaging patients in a more abstract discussion about the morality and ethics of 
coercion. My findings that the majority of patients said that the use of pressure 
can be helpful and justified for patients who are extremely unwell and at risk to 
themselves and others is broadly consistent with one of the main approaches to 
ethics in psychiatric care. Specifically, Beauchamp and Childress’s (1989) 
principled approach consists of applying the following four principles to various 
situations that require an ethical decision: 
1. “Autonomy: respecting the patient’s wishes 
2. Beneficence: doing good 
3. Non-maleficence: avoiding harm 
4. Justice: in particular, fairness in the provision of care” (Fulford et al., 
2006, p.506) 
The findings of this study suggest that the majority of patients thought that it 
was morally acceptable to undermine the autonomy of a person who is suffering 
from a mental disorder for the purpose of helping them to avoid harm. Other 
patients said that the use of pressure could be harmful in particular situations 
such as if the patient had been misdiagnosed, if the use of pressure was 
abusive, if the patient was particularly vulnerable or if the treatment didn’t work. 
This is also consistent with the principled approach to ethics in healthcare, as 
these potential risks would need to be balanced against the likely benefits of 
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any proposed treatment. In discussing these ethical perspectives, one patient 
said they found the questions difficult to answer because they could only speak 
for themselves and they believed that the question of whether pressure should 
be used can be answered on a case-by-case basis only. This is consistent with 
an alternative approach to ethical decision making in health care. Specifically, 
‘causitry’ or ‘case-based reasoning’ derives ethical principles from case 
examples. Fulford et al. (2006) state that a causitry approach would involve 
asking the following two questions when an ethical dilemma arises: 
1. “What changes to the case can you imagine that would make it clearer 
what to do, and 
2. What related cases would be either more or less problematic ethically?” 
(Fulford et al., 2006, p.507) 
Accordingly, it is possible that some patients may have found it easier to 
respond to questions about the ethics of the use of pressure if they were asked 
more accessible versions of these types of questions in relation to hypothetical 
case vignettes during the semi-structured interview which would be more 
consistent with the case-based reasoning approach to healthcare ethics.  
4.8.5 Patient Suggestions for Improvements 
My finding that the most frequent suggestion for improvement by patients was 
to improve the interpersonal skills of mental health professionals is consistent 
with previous qualitative studies examining patient’s views on quality in mental 
health services. For example, one theme in a qualitative study exploring the 
views of stakeholders on Irish mental health service quality was that “respectful 
empathetic relationships are required between people using the services and 
those providing them”(Mental Health Comission, 2005, p.60). The study found 
that patients characterised the kind of relationship that they would prefer with 
service providers in the following terms: 
 
“People spoke especially about the need for understanding, sympathetic, 
caring relationships. They referred to the need to feel comfortable, and at 
ease. There should be no sense of “being judged or blamed” for their 
difficulties. Friendliness, flexibility and reassurance help people using the 
service to have a good experience in their interaction with their service 
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provider, as well as a relaxed atmosphere.” (Mental Health Comission, 
2005, p.60) 
 
This is highly consistent with my findings that patients said they would like the 
mental health professionals to listen to them more carefully and appear to care 
genuinely about their welfare. Patients said that they wanted mental health 
professionals to demonstrate various qualities during their interactions with 
them such as kindness, tolerance, humility, sensitivity, attentiveness and 
understanding. My finding that patients said that more services and supports 
should be offered either directly through the mental health service or by linking 
patients in with other supports and services in the wider community was also 
consistent with previous qualitative studies on stakeholder views on quality in 
mental health services. For example, another theme in the qualitative study 
exploring the views of stakeholders on Irish mental health service quality was 
that:  
 
“For people using the services, the essential elements of a continuum of 
service span health, education and health management, counselling and 
therapy services, family support, personal development programmes, 
drop-in centres, day centres and day services, hospital services, 
occupational guidance, rehabilitation, education, training, housing and 
community residential facilities, access to peer support and the support 
of voluntary groups. Opportunities to avail of the support of family and 
friends were mentioned as part of the continuum” (Mental Health 
Comission, 2005, p.47).  
 
This is highly consistent with my findings that patients wanted support and 
assistance with gaining employment, entering education and accommodation 
after discharge from hospital.  
My finding that patients said that wards could be improved by making them 
larger with a strong sense of spaciousness to offset feelings of claustrophobia 
and being too close to other patients is different to previous studies about 
service user perspectives on quality. For example, one report found that “In the 
case of hospitals, people named bright wards, privacy and smaller rooms rather 
than large wards, as elements of a quality environment” (Mental Health 
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Comission, 2005, p.70). Another quantitative survey examining patient 
satisfaction with inpatient care did not comment on the size of the wards or 
feelings of claustrophobia (Mental Health Comission, 2012). I hypothesise that 
patients in my study suggested that the wards could be improved by making 
them larger and more spacious because many had experience of being treated 
on the acute locked ward of a psychiatric hospital that was unusually small and 
therefore not representative of Irish psychiatric hospitals in general.   
My finding that patients said that the assessment and admission process should 
be improved so that the patient would not need to leave the hospital building 
between initial assessment to discharge from hospital or a decision not to admit 
the patient to hospital is similar to previous qualitative studies. For example, the 
qualitative study exploring the views of stakeholders on Irish mental health 
service quality found that patients expressed a wish for ‘continuity of care’ and 
their views “dealt with the arrangements for wider linkages between agencies, 
so as to facilitate a seamless service for individuals” (Mental Health Comission, 
2005, p.54). My finding that patients said that the assessment to determine 
whether the patient should be admitted or not should be conducted immediately 
after the patient enters the hospital was reflective of previous findings that only 
40% of surveyed inpatients in Irish psychiatric hospitals waited less than an 
hour before meeting with a consultant psychiatrist (Mental Health Comission, 
2012). My findings that patients said that improvements could be made to family 
and carer involvement such as including an open dialogue between the patient, 
the mental health professional and the patient’s family in the clinical 
assessment process was consistent with the qualitative study exploring the 
views of stakeholders on Irish mental health service quality. Specifically, one of 
the themes of this study was that “An empowering approach to service delivery 
is beneficial to both people using the service and those providing them”(Mental 
Health Comission, 2005, p.65). Within this theme, patients reported that they 
would like to be included in all decisions about the patient’s treatment and be 
empowered to challenge a clinical diagnosis. In addition, service providers 
stated that:  
 
“Service providers should engage people in a partnership approach, in 
which needs are identified and decisions made in collaboration with the 
person using the service. People should be given realistic expectations in 
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order to avoid frustrations. Families, parents and carers should be 
acknowledged as key members of the service delivery team, and there 
should be regular consultation with them, subject to the constraints of 
client confidentiality.” (Mental Health Comission, 2005, p.68) 
  
4.9 Reflexive Awareness 
I previously outlined the purpose of reflexive awareness, my researcher 
characteristics and previous experiences of pressure in (chapter two, section 
2.16). I will now discuss the main ways in which I think my characteristics and 
previous experiences of pressure in my personal health treatment may have 
influenced my research activity throughout this study.  
I think my interpretation of what participants said in the qualitative interviews 
was influenced by my multidisciplinary background in psychology, social 
research and psychiatry. I believe this influenced my approach to coding the 
data and how I discussed the findings of the research. For example, when 
coding the data it was important for me to seek the input of an expert clinician 
because I wanted to ensure that my coding scheme was not based exclusively 
on my own subjective interpretations. The main issue that emerged during the 
inter-rater process was that I was more reluctant than the second rater to code 
text in terms of the psychiatric concept of insight. I believe this happened 
because the second rater interpreted the text from a clinical perspective and I 
interpreted it more in terms of qualitative methodology. Essentially, I thought 
that the interpretation of text as indicative of poor insight was too judgemental 
and inconsistent with the research paradigm of social representations theory 
which I adopted for my qualitative inquiry. As I previously stated in the 
methodology (chapter  two, section 2.15), I was primarily interested in how 
patients experienced, conceptualised, recalled, discussed and perceived 
pressure that they experienced throughout their mental health treatment rather 
than reconciling their accounts with measurable and objective facts. Apart from 
my theoretical concerns about evaluating the participant’s level of insight, it was 
not possible for me to reconcile the patient’s description of events in the 
qualitative interview with objective facts. I felt that coding particular text as 
indicative of poor insight, for example, would deny the possibility that the 
patient’s view that their treatment was inappropriate was justified. I believe if I 
had received formal training exclusively in psychiatry or psychiatric nursing I 
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might have been more inclined to code the text in terms of the psychiatric 
concept of insight. However, I did not view the evaluation of the patient’s insight 
as a primary task in the qualitative interviews. As a compromise, I developed a 
code named ‘patient’s understanding of their mental state’ and introduced the 
concept of insight in the reporting of the results by quoting one patient’s 
definition of insight and quoting another patient’s description of how his beliefs 
changed after months of treatment. I believe this approach was more consistent 
with the selected research paradigm of this study and more respectful of the 
patient’s lived experience. 
I developed an awareness of how previous experiences of pressure in my 
personal healthcare may have influenced my interview questions and 
interpretation of the data. In situations where there appeared to be parallels 
between the research data and my personal experience, I ensured that my 
analysis was primarily data-driven by carefully examining my own experiences 
as potential sources of bias. For example, the main type of pressure that I have 
experienced in my personal healthcare was a pressure to seek help for 
unpleasant symptoms, such as in the example of seeking treatment for a 
toothache due to a lost filling that I previously described in chapter two, section 
2.16.2. Throughout the course of the research interviews, I gradually formed the 
view that participants essentially felt forced by the severity of their symptoms to 
seek help much in the same way the pain of my toothache put me under 
pressure to seek dental treatment. Having developed this awareness through 
the reflexive research process, I was able to clearly distinguish between how I 
made sense of my own experience of this pressure to seek help and what 
participants actually said during the qualitative interviews. During the data 
analysis and presentation of the results, I was then able to carefully examine my 
assumptions in relation to this finding and minimise any bias that my personal 
experience might have produced. 
 
4.10 Strengths and Limitations 
The main strength of this study is that it was the qualitative component of a 
mixed methods study based on an explanatory sequential design in which 
qualitative interviews were conducted with a group of patients who completed 
the baseline and follow up components of an observational study. The 
qualitative study was able to address limitations of the observational study. 
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Specifically, the qualitative study addressed the observational study’s limited 
ability to produce a thick description of patient perspectives by illuminating the 
perspectives of a group of patients in terms of their lived experience. In addition, 
the observational study design necessarily imposed fixed ideas about what 
constitutes coercion on participants by using standardised questionnaires and 
assessments. The qualitative study was able to respond to this limitation by 
examining how patients conceptualise pressure based on their lived 
experiences. The main value of the findings of this study is that they generated 
hypotheses that can be tested in future research. In addition, the findings of this 
study allow development of theoretical explanations that account for 
unexpected or surprising results of the observational study. I discuss the 
integration of the qualitative and quantitative findings in the general discussion 
chapter of this thesis (chapter six, section 6.2). 
The main limitation of this study is that participants were recruited through non-
probability sampling. It is impossible to determine how similar the results would 
have been if a different sample were selected using the same recruitment 
procedure. However, this is a limitation of all qualitative studies and is partially 
mitigated by the fact that the aim of the study was to generate rather than test 
hypotheses. A further limitation is that two potential participants were not invited 
to interview because they could not speak fluent English. It is possible that they 
could not speak fluent English because they had emigrated from their home 
country to Ireland. This is important because previous research has found 
strong associations between immigrant status, ethnicity and experiences of 
coercion. For example, patients with an immigrant status were significantly 
more likely to experience restraint during admission than patients with a native 
nationality (Tarsitani et al., 2013, Knutzen et al., 2011). I discussed previous 
research on patient nationality, ethnicity and coercion in the introduction chapter 
of this thesis (chapter one, section 1.6.4). Accordingly, it is possible that if the 
patients who could not speak fluent English were included in my interviews I 
might have found different results. 
4.11 Research Implications 
The main value of this qualitative study is that it can be used to generate 
hypotheses for future research, either to test explanations of previous findings 
or to test new hypotheses about a particular phenomenon. While all findings of 
271 
 
this study have the potential to generate theory, I propose the following 
hypotheses that are particularly relevant within the context of previous literature. 
As I found that patient’s phenomenological account of pressure was consistent 
with the cognitive appraisal theory of emotion by Lazarus (1991), future 
research should test the following hypotheses in psychiatric patients: 
 
 Lower feelings of stress predict lower levels of perceived coercion during 
involuntary admission 
 As feelings of stress about psychiatric admission reduce over time, so 
does the level of perceived coercion about the same psychiatric 
admission 
 
As I found that patient’s perspectives on carers who put them under pressure 
could be explained in terms of Festinger’s (1957) theory of cognitive 
dissonance, future research should test the following hypothesis: 
 
 Patients retrospectively inflate their approval of coercion to reduce 
cognitive dissonance  
 
As I found that patient’s preferences for the term ‘patient’ or ‘service user’ is 
linked to patient’s strategies for managing potentially stigmatising information, 
future research should test the following hypothesis: 
 
 Patient rated preference for a particular identifying term is associated 
with beliefs about how stigmatising that term is relative to other possible 
terms 
 
4.12 Ethical Implications 
Qualitative studies with psychiatric patients on the topic of coercion that were 
recently published in medical journals have refrained from specifying clinical 
implications of the findings (e.g.Valenti et al., 2014, Katsakou et al., 2012). This 
is probably because in medical research, qualitative data is regarded as the 
lowest quality of evidence as it is based exclusively on opinion (Petrisor and 
Bhandari, 2007). Instead, these recently published studies have highlighted the 
values expressed by patients in the qualitative interviews and attempted to 
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reconcile these with ethical deliberations involved in the use of coercion in 
psychiatric care. For example, Valenti et al. (2014) found that the patient values 
of “freedom, safety and respect” often conflict with staff values of “life and 
heath” when determining the ethics of coercion (Valenti et al., 2014, p.4). 
Likewise, Katsakou et al. (2012) conclude that due to conflicting values between 
patients and staff it is important that “the necessity to compulsorily treat patients 
for a short time does not compromise the long-term goals of promoting 
empowerment and autonomy” (Katsakou et al., 2012, p.8). 
The patients of this study reported the same values as these previously 
published studies. Specifically, patients valued autonomy, respect and dignity. 
Accordingly, the same conclusions about reconciling these values with ethical 
deliberations about the use of coercion in psychiatric care that have been 
reported in these previous studies can also be made with this study. In addition, 
there is one further issue raised by this study. Specifically, patients in this study 
said that mental health services that use coercion should take responsibility for 
the consequences of the coercion. For example, patients said that they should 
be offered specific supports after experiencing coercive interventions to help 
them “fix the damage” (19) that they thought were caused by coercive 
interventions that they had experienced. In the literature, this has been referred 
to as the value of ‘reciprocity’ and described in the following terms: “if you 
deprive someone of liberty, you should have a duty to provide a good quality 
service” (Brown, 2009, p.3). In practice, this would mean that mental health 
services would have a duty to protect involuntarily admitted patients from any 
negative consequences resulting from their involuntary admission through the 
provision of intensive after-care services. In addition to the previously specified 
values, this value of ‘reciprocity’ should also be considered in ethical 
deliberations about coercive treatment in psychiatry. 
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Chapter Five: Results and Discussion of Content Analysis Design (Study 
Four) 
 
5.0 Overview 
In the previous chapter, I presented the results and discussion of the qualitative 
design, which constituted study three of this thesis. In this chapter, I present the 
results and discussion of a content analysis of inspection reports. The purpose 
of this chapter is to present the results and discussion clearly while maintaining 
clear links between the research objectives and results. I previously described 
the integration practices that I used in relation to this study at the level of design 
in the introduction chapter (chapter one section 1.10.4), at the level of method in 
the methodology chapter (chapter two section 2.0) and at the level of 
presentation of results in the first results chapter (chapter three section 3.0). In 
these discussions, I referred to how results of the qualitative design (study 
three) influenced the development of the content analysis design (study four). I 
will now describe the links between the results of the qualitative interviews and 
the development of the content analysis in further detail. 
The results of study three showed that some patients said that coerced 
psychiatric admission and treatment had more similarities to prison than 
hospital. For example, one patient said that the nurses during her involuntary 
admission behaved “like prison wardens” (906) and she viewed them more as 
custodians rather than carers: 
 
“And if you have nurses who do absolutely nothing all day, except hand 
out tablets, right, that’s all on the prison model. Sure you might as well be 
in prison. There is no therapy there.  There is no relationship with the 
patients, in fact I don’t think they want a relationship with the patients. 
They just want to control this bunch of people.” (906)  
 
This tension between the identity of carer and custodian in mental health 
professionals has been previously noted in the literature, particularly in the 
context of asylums and an international movement towards deinstitutionalisation 
since 1950s onwards. For example, Wing (1962) demonstrated that features of 
institutionalisation such as apathy and social withdrawal can be shown by 
comparing hospitals with a therapeutic focus to those with more custodial 
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policies. Despite a more recent shift away from custodial care and towards 
therapeutic treatment in the community in Ireland, some patients in the 
qualitative study appeared to suggest that psychiatry may still have a custodial 
function within society: 
 “I suppose what justifies force if we can put it that way is the goal, is 
what you are actually attempting to do, are you really trying to help the 
patient or are you simply running a system, doing as the doctors say? Or 
if you are the doctor; doing what you want done, without actually trying to 
help the patient.  I mean it comes back to why psychiatry? Is it to help 
people who are sometimes terribly afflicted by mental health problems or 
is it to help society function better or with less inconvenience than there 
would be if psychiatric patients were locked away? […] So yes I think the 
key question is motivation; the reason behind the pressure or the force, 
and the objective being aimed at with that force.” (34) 
 
Having reflected on these issues, I became interested in ways in which  
this tension between carer and custodian might still be at work within the 
contemporary therapeutic milieu. Through my work as a clinical scientist with 
the Inspectorate of Mental Health Services, the use of security personnel in 
psychiatric hospitals emerged as one way in which this tension could be further 
explored.  
I will summarise the structure of the results and discussion in the overview at 
the beginning of each section.  
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5.1 Results of Content Analysis: Study Four 
5.1.1 Overview 
I begin by presenting the results of the statistical analysis. Then I present the 
results of the thematic analysis which includes the inter-rater reliability 
assessment.  
 
5.2 Statistical Analysis 
A total of 349 inspection reports that referred to 76 unique approved centres in 
the Republic of Ireland between the years 2008-2012 were available on the 
Mental Health Commission website at the time of data collection. The number of 
unique approved centres that were referred to by these inspection reports 
ranged from 61-69 (Mean = 64.2, S.D. ± 3 centres) per year. The number of 
inspection reports published on the website ranged from 61-78 (Mean = 70, 
S.D. ± 6 centres) per year. I display the frequency of inspected approved 
centres, published reports and inspected approved centres with more than one 
published report by year in table 5.0. 
 
Table 5.0: Frequency of inspected approved centres, published reports 
and inspected approved centres with more than one published report by 
year 
Year Total inspected 
approved 
centres 
(N) 
Published 
reports 
(N) 
Approved centres with more than one 
published report as a percentage of total 
inspected approved centres (N) 
2012 64 71 10.9% (7) 
2011 63 71 11.1% (7) 
2010 69  78 13% (9) 
2009 64 68 6.3% (4) 
2008 61  61 0 (0) 
 
From the years 2008-2012, the number of unique approved centres in which I 
observed comments about the presence of security personnel in the associated 
inspection reports ranged from 2 out of 61 (3%) in 2008 to 5 out of 63 (8%) in 
2011. Of the 54 unique approved centres that were referred to in inspection 
reports published in both 2008 and 2011, the presence of security personnel 
was noted in 2 (4%) in 2008 only, 4 (7%) in 2011 only and zero in both 2008 
and 2011. Security personnel were noted in a 2011 inspection report of one 
approved centre for which no report was published in 2008. A chi-squared test 
for independence indicated that the increase in the noted presence of security 
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personnel in unique centres that were inspected in both 2008 and 2011 was not 
statistically significant (2 = (1, n = 54) = 0.116, p = 0.684). I present the number 
of unique approved centres in which I observed comments about the presence 
of security personnel in associated inspection reports as a percentage of the 
total number of unique services per year from 2008-2012 in figure 5.0.  
 
 
 
I did not observe any comments about security personnel in 330 out of 349 
(95%) inspection reports which referred to 63 out of 76 (83%) unique approved 
centres from 2008-2012. I observed comments about security personnel in 19 
out of 349 (5%) inspection reports that referred to 13 out of 76 (17%) unique 
approved centres from 2008-2012. I divided these comments into thirty-seven 
separate text excerpts for the purposes of the thematic analysis. 
Of the thirteen unique approved centres from 2008-2012 in which I observed  
comments about security personnel in the associated inspection reports, 11 
(85%) provided adult mental health services and 2 (15%) provided child and 
adolescent mental health services. I observed comments about security 
personnel in 10 (77%) unique approved centres once during the five year period 
only and more than once in 3 (23%) unique approved centres. I present the  
patient age group and specific years in which security personnel were noted in 
approved centres from 2008-2012 in table 5.1. 
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Figure 5.0: Inspected services in which security personnel 
were noted as a percentage of total inspected services  
Inspected services  in which security personnel were noted as a percentage of total
inspected services
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5.3 Thematic analysis 
I identified four broad themes: (1) Inconsistent Employment Details, (2) Differing 
Role Functions, (3) Contrasting Perceptions of Suitability and (4) Unmet 
Training Needs 
 
5.4 Inter-rater reliability 
I used Cohen's κ to determine the level of agreement between Dr. Devitt and I 
about which of the fourteen codes from the revised coding scheme should be 
assigned to the thirty-seven separate text excerpts from the content tables. 
There was almost perfect agreement between our judgements (κ = 0.969, p < 
0.0001), 95% CI (0.908-1) (Landis and Koch, 1977). I present the codes in table 
5.2.  
 
 
 
 
 
 
 
 
Table 5.1: Patient age group and specific years in which security 
personnel were noted in unique approved centres from 2008-2012 
Anonymised unique 
approved centre 
Patient age group Years that security 
personnel were present 
A Adult 2008 
B Child and adolescent 2008 
C Adult 2009 
D Adult 2009 
E Adult 2009, 2010, 2011 
F Adult 2009 
G Adult 2010, 2011, 2012 
H Adult 2010, 2012 
I Adult 2011 
J Adult 2011 
K Child and adolescent 2011 
L Adult 2012 
M Adult 2012 
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Table 5.2: Codes used for thematic analysis 
Physical location of security personnel at entrance or on unit 
The approved centre personnel included security personnel 
Exact times that security personnel were on duty is clearly specified 
Security personnel were vetting visitors at entrance of unit 
Perceived benefits of security personnel explicitly reported by staff 
Security personnel were observing specific patient 
Presence of security personnel was not conducive to privacy 
Security personnel were involved in physical restraint and seclusion of patient 
The inspection report notes that there was no evidence that security personnel 
were trained in seclusion or restraint 
Presence of security personnel was counter-therapeutic 
Account reported by security personnel to inspectors 
Staff reported that security personnel were trained in de-escalation techniques 
Security personnel as a contextual feature of overall inadequate risk 
management 
Observation of closed circuit television by security personnel 
 
5.5 Inconsistent Employment Details 
Employment details such as contracted employment relationship, location 
relative to the approved centre and hours of work appeared inconsistent across 
units. Security personnel were identified as staff of some approved centres 
under “Article 26: Staffing” of the Mental Health Act (Government of Ireland, 
2001). In others, security personnel were “contracted in” by an external agency. 
Other reports described security personnel as being “on duty” with no reference 
to their terms of employment. The location of security personnel differed 
between centres as they were stationed either inside, outside or at the entrance 
of the unit or a combination of all three locations. Security personnel were on 
duty at different times during the day and at night and some were on duty “at all 
times”. The exact start times for day duty were not specified in the inspection 
reports. The latest noted time that security personnel were on duty until was 
0100.  
 
5.6 Differing Role Functions 
Role functions of security personnel differed across centres and ranged from 
monitoring the entrance of a unit to observing, restraining and secluding 
patients. Some security personnel were “employed to monitor the entrance to 
the approved centre” in some approved centres. They controlled admission to 
the units by vetting visitors “according to a list supplied by nursing staff”.  Others 
were stationed at the entrance and outside the centre “for security”. In other 
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centres, one or two security personnel monitored specific patients and some 
patients were permanently under observation by security personnel “at all 
times”. One patient who was under permanent observation required urgent 
transfer to a forensic unit. Security personnel were the main interpersonal 
contact available to one particular patient and were described as “personable” 
in the inspection report. They gave “a clear account of the patient’s routine and 
their role in providing custodial care” to inspectors. Staff of one approved centre 
stated that “the security guard had been involved in both physical restraint and 
seclusion” of one patient. One individual care plan “specified that physical 
restraint was to be applied by the two security personnel when required” for one 
patient. One security guard was stationed beside a seclusion room with a nurse 
while a patient was in seclusion during one inspection but it was unclear from 
the report if the security guard was involved in secluding the patient. In one 
approved centre, security personnel monitored closed circuit television. 
 
5.7 Contrasting Perceptions of Suitability 
Contrasting perceptions of suitability were evident in the inspection reports. The 
presence of uniformed security personnel within the therapeutic area of 
approved centres was described by inspectors as “not conducive to [..] privacy” 
and “counter-therapeutic” for residents. In addition, one report stated that two 
security personnel being on duty at all times was one feature of overall 
inadequate risk management. The report claimed that this feature of the unit in 
combination with other factors highlighted the need for evidence-based risk 
assessment and management. In contrast to these concerns, staff of one 
approved centre stated that the use of security personnel for monitoring the 
entrance of the unit “had resulted in a more therapeutic ward environment for 
residents” and “had helped reduce the likelihood of illegal substances being 
brought onto the approved centre”.  
 
5.8 Unmet Training Needs 
The extent to which the training needs of security personnel were met was 
unclear from the reports. In one approved centre, staff informed inspectors that 
the security guard had been involved in both physical restraint and seclusion of 
this resident. However, “there was no evidence that the security guard had been 
trained in seclusion and in restraint”. An inspection report of another approved 
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centre stated that one individual care plan specified that physical restraint was 
to be applied by the two security personnel when required. The service reported 
that the security personnel had been trained in de-escalation techniques but it 
was unclear from the report if they had been trained in physical restraint. In one 
approved centre, security personnel rather than health professionals monitored 
closed circuit television which was a breach of article 25 (1)(a),(c) of the Mental 
Health Act (Government of Ireland, 2001). The monitor was “was visible to 
passers-by” and the security personnel informed the inspectors that the “images 
were being recorded and stored on a tape” which represented a further breach 
of the article.  It was unclear from the report if the security personnel or other 
staff were aware that this activity constituted a breach of the act.  
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5.9 Discussion of Content Analysis Design: Study Four 
5.9.1 Overview 
I begin by summarising the main findings of the study. Then I compare the 
results with previous literature. Next, I address the hypotheses, research aims 
and objectives and questions of the study. I conclude by discussing the 
strengths and limitations and research and policy implications. 
 
5.10 Summary of Results 
The number of approved centres in which security personnel were noted 
increased from 3% - 8% between the years 2008 – 2012. This increase was not 
statistically significant when the same unique centres were compared between 
years (p = 0.684). Employment details such as contracted employment 
relationship, location relative to the approved centre and hours of work 
appeared inconsistent across centres. Role functions of security personnel 
differed across centres and ranged from monitoring the entrance of a unit to 
observing, restraining and secluding patients. Contrasting perceptions of 
suitability were evident in the inspection reports. For example, the presence of 
uniformed security personnel on the unit was described as counter-therapeutic 
by inspectors. In a separate report from a different year, staff stated that the use 
of security personnel for monitoring the entrance had resulted in a more 
therapeutic ward environment for residents. The extent to which the training 
needs of security personnel were met was unclear from the reports. For 
example, one report stated that there was no evidence of training for security 
personnel that restrained and secluded patients. 
  
5.11 Comparison with Previous Literature 
The finding that security personnel secluded and restrained patients in Irish 
psychiatric units is consistent with previous studies conducted in other countries 
such as the U.K. and Australia that reported the involvement of security 
personnel in coercive interventions in psychiatric care (Bowers et al., 2012a, 
O'Brien and Cole, 2004). 
A cross sectional study conducted across 136 acute psychiatric wards in 
England from 2004-2005 found that access to security personnel predicted 
higher levels of restraint episodes across wards (Bowers et al., 2012a). This 
finding supports the hypothesis that control exerted over patients by security 
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personnel can precipitate deviant behaviour exhibited by patients (Due et al., 
2012). Bowers et al. (2012a) recommended that services should reduce their 
reliance on security personnel in order to reduce the frequency of coercive 
interventions on psychiatric wards and stated that security personnel do “not 
have specialist expertise or training in the recognition and management of 
patients with mental illness” (Bowers et al., 2012a, p.38). This description of 
security personnel is supported by the finding of this study that there was no 
evidence that security personnel who secluded and restrained patients were 
adequately trained in some approved centres. As previously discussed in the 
introduction section of this study, the use of poorly trained security guards in 
healthcare settings highlights multiple areas of concern. These areas include 
risk management deficits especially in relation to workplace violence and 
restraint related deaths, potential human rights violations and breaches of The 
Universal Declaration of Human Rights (United Nations, 1948), stigmatising 
behaviour, unjustified discrimination and grossly inadequate empirical 
justification for the use of security personnel in psychiatric wards. 
Security personnel in South African psychiatric institutions act as informal 
interpreters of patients for clinicians where language barriers are common 
(Kilian et al., 2010). While well-intentioned, this practice is problematic because 
key psychiatric terms tend to be misinterpreted which could lead to 
misdiagnosis and compromised interventions (Smith et al., 2013, Kilian et al., 
2010). Similarly, the results of this study indicate that the apparently well-
intentioned activity of some security personnel while on duty in psychiatric 
hospitals may not be role appropriate, compliant with legislation or conducive to 
treatment. 
A survey of 37 acute admission psychiatric wards in the Republic of Ireland in 
2002/2003 found that security personnel were stationed at the entrance of 4 
(11%) wards (Cowman and Bowers, 2009). I found that the number of approved 
centres in which security personnel were noted as a percentage of the total 
number of inspected approved centres ranged from 2 out of 61 (3%) to 5 out of 
63 (8%) per year from 2008-2012. This could reflect a real-world decrease in 
the number of security personnel stationed in approved centres between 
2002/2003 and 2011. Alternatively, this reduction may be due to two differences 
in design between both studies. Firstly, the 2002/2003 figures were drawn from 
a sample size of 37 in comparison to 76 unique approved centres between the 
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years 2008-2012. Secondly, the 2002/2003 survey reported whether security 
personnel were either present or absent at all units that were included in the 
survey. In comparison, the 2011 inspection reports did not specify whether 
security personnel were absent or present systematically across all approved 
centres. In any case, it is possible that approved centres have access to 
security personnel even if they are not stationed in the approved centres or 
noted in the inspection reports. This hypothesis is supported by the survey 
conducted in 2002/2003 which also found that 18 out of 37 (49%) wards had 
access to security personnel at all times (Cowman and Bowers, 2009).  
A Health Service Executive policy document noted a perceived increase in the 
number of security personnel present in health services including psychiatric 
hospitals (McKenna K., 2008). This perceived increase was not supported by 
the results of this study as the noted increase in security personnel in approved 
centres from 3% - 8% between the years 2008 – 2012 was not statistically 
significant when the same unique centres were compared between years. The 
policy document also reported a general lack of clarity about the role of security 
personnel across healthcare settings. This is consistent with the result of the 
thematic analysis reported in this study, as the roles and activities of security 
appeared to vary across centres. 
 
5.12 Hypothesis Test Conclusions 
 
 Hypothesis: There was a statistically significant increase in the number of 
security personnel noted in inspection reports of psychiatric hospitals 
between the years 2008-2012 
 
This hypothesis was not supported by the results. A chi-squared test for 
independence indicated that the increase in the noted presence of security 
personnel in unique centres that were inspected in both 2008 and 2011 was not 
statistically significant (2 = (1, n = 54) = 0.116, p = 0.684). 
 
 Hypothesis: Deficits in the training of security personnel is evident in 
inspection reports 
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This hypothesis was supported by the results. The extent to which the training 
needs of security personnel were met was unclear from the reports. For 
example, one report stated that there was no evidence of training for security 
personnel that restrained and secluded patients. 
 
 The role function of security personnel is inconsistent across psychiatric 
units 
 
This hypothesis was supported by the results. Role functions of security 
personnel differed across centres and ranged from monitoring the entrance of a 
unit to observing, restraining and secluding patients. 
 
5.13 Research Aims and Objectives Conclusions 
I aimed to describe the involvement of security personnel in psychiatric care 
according to inspection reports of approved centres in the Republic of Ireland 
between the years 2008-2012. I achieved this aim through two specific research 
objectives. Firstly, I described the number of approved centres per year in which 
I observed comments about the presence of security personnel in published 
reports of inspections conducted from 2008-2012. From the years 2008-2012, 
the number of unique approved centres in which I observed comments about 
the presence of security personnel in the associated inspection reports ranged 
from 2 out of 61 (3%) in 2008 to 5 out of 63 (8%) in 2011. I presented the 
number of unique approved centres in which I  observed comments about the 
presence of security personnel in associated inspection reports as a percentage 
of the total number of unique services per year from 2008-2012 in figure one. 
Secondly, I reported the main themes of all text relating to security personnel 
published in these inspection reports. I identified four broad themes: (1) 
Inconsistent Employment Details, (2) Differing Role Functions, (3) Contrasting 
Perceptions of Suitability and (4) Unmet Training Needs and detailed these 
themes in the results section.  
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5.14 Research Question Conclusions 
My general research question for this study was: 
 
“To what extent and how were security personnel described in reports of 
inspections of approved centres conducted in the Republic of Ireland 
from 2008-2012?” 
 
From the years 2008-2012, the number of unique approved centres in which I 
observed comments about the presence of security personnel in the associated 
inspection reports ranged from 2 out of 61 (3%) in 2008 to 5 out of 63 (8%) in 
2011. Security personnel were described in the reports in terms of four main 
themes: (1) Inconsistent Employment Details, (2) Differing Role Functions, (3) 
Contrasting Perceptions of Suitability and (4) Unmet Training Needs. I 
presented further details of these themes in the results section. 
 
5.15 Strengths and Limitations 
This study is the first analysis of all published reports of approved centre 
inspections conducted in the Republic of Ireland from 2008-2012 on the topic of 
security personnel. A limitation of this study is that the absence or presence of 
security personnel was not reported systematically in all inspection reports. In 
addition, the level of access that approved centres had to security personnel 
who were not stationed in the approved centre was not reported. The impact of 
these limitations on the results may be an underestimation of the level of 
involvement of security personnel in the care provided at approved centres over 
time. It is possible that this information was not included in inspection reports 
even if it was apparent to inspectors during inspections because the systematic 
collection and analysis of survey data for the purposes of academic research is 
not a specified function of the Inspectorate under the Mental Health Act, 
2001(Mental Health Commission, 2006).  
 
5.16 Research Implications 
As the extent of activity and training of security personnel in Irish psychiatric 
care over time is unclear, a longitudinal survey should collect data on activity 
and training of security personnel across services. As the role functions of 
security personnel are ambiguous, content analysis studies of relevant 
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organisational documents should collect data on job descriptions, terms of 
employment, service policies and service level agreements between agencies. 
As I found contrasting perceptions of suitability, qualitative studies should 
collect data on the opinions and perspectives of stakeholders (including service 
users and their families) on the involvement of security personnel in psychiatric 
care.  
 
5.17 Policy Implications 
There is an urgent need to publish best practice guidelines about the 
involvement of security personnel in psychiatric care. These guidelines should 
address various aspects of involving security personnel in psychiatric care 
including procurement, service policies, training needs, roles and 
responsibilities, reporting relationships and the function of security services 
within the context of multidisciplinary team working and risk management in 
psychiatric care. The development of these guidelines should include a 
systematic review of relevant literature, a synthesis of research evidence and a 
consultation process involving representatives of all stakeholder groups. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
287 
 
Chapter Six: General Discussion 
 
6.0 Overview 
In the last chapter, I presented the results and discussion of the content 
analysis design, which constitutes study four of this thesis. As the last chapter 
was the final results chapter, I will present a general discussion of the thesis in 
this chapter. The purpose of this chapter is to present a high level summary of 
the thesis, integrate the findings across studies and highlight the main 
conclusions. I discussed my general approach to integrating results of this 
thesis in the first results chapter (chapter 3 section 3.0). Specifically, I used a 
modified staged approach to integration of findings. A staged approach has 
been defined as “when the results of each step are reported in stages as the 
data are analysed and published separately” (Fetters et al., 2013p.2142). This 
chapter completes the modified version of the staged approach as I now 
describe how specific findings of one study relate to another, having previously 
discussed the findings of each study separately in chapters three, four and five.  
I structure this chapter by first summarising the main findings of the thesis. Then 
I outline how my findings integrate across the studies. Next, I highlight key 
comparisons with previous literature. I end by discussing the strengths, 
limitations, key conclusions and practical recommendations of this thesis. 
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6.1 Summary of main findings 
This thesis comprised of four studies. In the first study, I found that of the 162 
involuntary and voluntarily admitted psychiatric inpatients included in the 
analysis, 110 (68%) experienced at least one coercive event during admission. 
Lower levels of global functioning predicted higher levels of accumulated 
coercive events during admission when I controlled for multiple clinical and 
demographic factors. 
In the second study, I found that higher levels of accumulated coercive events 
and male gender during admission predicted more inpatient days between 
discharge and one year follow up. Higher levels of accumulated coercive events 
during admission was not associated with the level of subjective quality of life or 
clinician-rated service engagement as assessed at one year after discharge. In 
addition, higher levels of accumulated coercive events during admission was 
not associated with improvements in global functioning, objective social 
outcomes or patient rated therapeutic alliance with their treating consultant 
psychiatrist between admission and one year after discharge. 
In the third study, I found that patients conceptualised pressure primarily as an 
affective state characterised by intense feelings of stress and overwhelm. 
Patients experienced this stress across a broad range of contexts throughout 
their mental health treatment including administration of medication, involuntary 
admission and becoming unwell. Patients thought that the use of pressure to 
make patients go along with their treatment was potentially helpful and justified 
under particular circumstances. Patients retrospectively thought that their carers 
who put them under pressure were acting out of genuine concern. Patients 
preferred the term patient and thought it referred to a person with a medical 
condition who requires treatment. Patients identified a number of potential 
advances in mental health services such as improving the interpersonal skills of 
mental health professionals. 
In the fourth study I found that the number of approved centres in which security 
personnel were noted increased from 3% - 8% between the years 2008 – 2012. 
I identified four broad themes in all text relating to security personnel in reports 
of inspections conducted between 2008-20012: (1) Inconsistent Employment 
Details, (2) Differing Role Functions, (3) Contrasting Perceptions of Suitability 
and (4) Unmet Training Needs. 
 
289 
 
6.2 Integration of findings across studies 
My finding in study one that lower levels of global functioning predicted higher 
levels of accumulated coercive events during admission when I controlled for 
multiple clinical and demographic factors was broadly consistent with the 
findings of study three. For example, in study three patients reported feeling 
extremely unwell shortly before admission with various symptoms of mental 
illness such as mania, delusions, paranoid thoughts and hallucinations.   
My finding in study two that accumulated coercive events during admission 
were not related to subjective or change in objective quality of life one year after 
discharge could be explained by a hypothesis that quality of life is more related 
to the patient’s life situation in the weeks immediately before the quality of life 
questionnaire is administered, rather than coercion that they experienced one 
year ago. This hypothesis is supported by the qualitative results. For example, 
one patient stated during the qualitative interview that he had little to look 
forward to in life in comparison to others due to his limited financial resources: 
 
“I mean Christmas coming up now I haven’t a shilling, all that sort of stuff, 
everyone else out enjoying themselves or whatever, but I don’t have the 
money to do any of these things, so yes, end up staying at home all the 
time on the couch, watching Sky Sports, that would be part of my 
existence. […] I mean it’s nice for most people to look forward to 
something, the weekend coming up or something like that. But when you 
are in the condition I'm in, that’s not the case, it’s just day by day 
existence.” 163 
 
Here, it appears that the patient attributes his satisfaction with his quality of life 
to more immediate life circumstances and anticipating events in the near future 
rather than his previous experiences of coercion. 
My findings from study two that accumulated coercive events during admission 
do not have a detrimental impact on the patient’s level of engagement or with 
change in therapeutic alliance with their treating consultant psychiatrist in the 
year after discharge could be explained by an assumption that patient’s 
perspectives changed after receiving treatment and this change in perspective 
promoted engagement and therapeutic alliance. This is partially supported by 
some of the qualitative data. For example, one patient said that his insight 
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improved over time and in hindsight he believed that the use of pressure was 
needed. He said that at the time of admission: 
  
“I don’t realise that I’m sick so when I’m well I know that when I was in 
there I was very distressed and those actions and therapies were needed 
on me. But in hindsight and I get well that I realise that that’s needed.” 
(25) 
 
The patient said that normally he slowly realises that he was delusional over a 
period of months as he becomes well: 
 
“You just get well, it usually takes 3-4 months to get me well. So by the 
second one you’re still a bit delusional, you might think you’re Jesus 
Christ or God or whoever but you’re doubting yourself. Am I really? 
You’re not full blown elated that I’m God, you’re doubting yourself. You’re 
getting well. And by the third month the delusions are gone” (25) 
 
In addition, one patient said that the use of pressure would be helpful for 
patients who are very unwell and have poor insight. He described insight as 
when “you realise that you know you might have a mental illness, what mental 
illness is and what it entails” (37) 
My finding in study two that accumulated coercive events did not predict 
functional improvement could be explained by an assumption that all service 
users received the appropriate treatment. It could be that coercion facilitated the 
administration of treatment in individuals who refused treatment but lacked 
capacity due to their mental disorder. If coercion was not used these individuals 
could have had worse outcomes one year after discharge. This is consistent 
with the findings of the qualitative study. For example, one patient said that 
pressure could be helpful if the patient lacked capacity to make a decision about 
their treatment. 
Finally, during the qualitative interviews of study three some patients said that 
coerced psychiatric admission and treatment had more similarities to prison 
than hospital. For example, one patient said that the nurses during her 
involuntary admission behaved “like prison wardens” (906) and she viewed 
them more as custodians rather than carers: 
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“And if you have nurses who do absolutely nothing all day, except hand 
out tablets, right, that’s all on the prison model. Sure you might as well be 
in prison. There is no therapy there.  There is no relationship with the 
patients, in fact I don’t think they want a relationship with the patients. 
They just want to control this bunch of people.” (906)  
 
This dichotomy between carer and custodian was further emphasised in the 
results of study four where I found that security personnel were the main 
interpersonal contact available to one particular patient and were described as 
“personable” in the inspection report. They gave “a clear account of the patient’s 
routine and their role in providing custodial care” to inspectors. In addition, the 
presence of uniformed security personnel within the therapeutic area of 
approved centres was described by inspectors as “not conducive to [..] privacy” 
and “counter-therapeutic” for residents. These findings from study four appear 
to support the views expressed by patients in study three that psychiatric 
treatment can have a counter-therapeutic custodial quality. 
  
6.3 Key comparisons with previous literature 
My finding in study one that lower levels of global functioning predicted higher 
levels of accumulated coercive events during admission when I controlled for 
multiple clinical and demographic factors was broadly consistent with one of the 
two previous studies that used the accumulated coercive events algorithm. 
Specifically, Iversen et al. (2007) reported that patients who experienced one 
coercive event were more likely to have higher psychiatric symptoms as 
assessed by the brief psychiatric rating scale and lower global functioning in 
comparison to patients who experienced no coercive events. These 
associations were the results of t-tests uncorrected for multiple testing error and 
the global functioning was reported as a non-significant trend. My finding 
confirms the predictive utility of functional impairment as a determinant of 
coercive events during admission when multiple clinical and demographic are 
controlled for. The other study that used the accumulated coercive events 
algorithm did not examine determinants of accumulated coercive events during 
admission (Kjellin and Wallsten, 2010). 
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My finding in study two that functioning between admission and one year after 
discharge improved in 64 (70%) patients is comparable to Kjellin and Wallsten 
(2010) who found that 121 (58%) patients improved at discharge or after three 
weeks of care, whichever was earliest. While Kjellin and Wallsten (2010) used 
similar exclusion criteria and also investigated accumulated coercive events, I 
hypothesise that my rate of functional improvement was higher because I 
assessed improvement at one year after discharge rather than at a maximum of 
three weeks of care. This hypothesis is supported by Priebe et al. (2011a) as 
they found significant cumulative improvements in functioning from baseline 
involuntary admission at 1 month, 3 months and 1 year after discharge.  
My finding in study two that accumulated coercive events did not predict 
functional improvement could be explained by an assumption that all patients 
received the appropriate treatment. It could be that coercion facilitated the 
administration of treatment in individuals who refused treatment but lacked 
capacity due to their mental disorder. If coercion was not used these individuals 
could have had worse outcomes one year after discharge. An alternative 
hypothesis is that functional improvement occurred independently of treatment 
because extreme values tend towards the average when they are measured a 
second time (Streiner, 2001). 
In study two I also found that higher levels of accumulated coercive events 
during admission was not associated with the level of subjective quality of life or 
clinician-rated service engagement as assessed at one year after discharge. In 
addition, higher levels of accumulated coercive events during admission was 
not associated with improvements in global functioning, objective social 
outcomes or patient rated therapeutic alliance with their treating consultant 
psychiatrist between admission and one year after discharge. These are unique 
findings because only two previous studies have examined the impact of 
accumulated coercive events on outcomes and neither has examined outcomes 
beyond the time period of admission to discharge or after three weeks of care, 
whichever was earliest. Therefore, it is not possible to compare these findings 
directly with previous studies that examined the accumulated coercive events 
algorithm. However, I did compare the findings with other studies that examined 
different measures of coercion in chapter three, section 3.19. 
Within the literature, different forms of pressure tend to be delineated across a 
spectrum in terms of the ethical implications of their use. This emphasis on 
293 
 
ethical implications is probably used to define different forms of pressure 
because it appears to be the most helpful and relevant definition for mental 
health professionals in their everyday clinical practice. However, it appears from 
the results of study three that patients do not experience or conceptualise these 
pressures in terms of the ethical distinctions referred to by previous authors. 
Rather, patients appear to experience pressure primarily as an affective state 
characterised by intense feelings of stress and overwhelm. This 
phenomenological account of perceived coercion is consistent with the cognitive 
appraisal theory of emotion by Lazarus (1991). An understanding of perceived 
coercion based on this theory of emotion could provide new avenues for 
exploring why some patients do not perceive high levels of coercion when they 
are situated in contexts that are explicitly coercive such as an involuntary 
admission and also why some patient’s perception of coercion changes over 
time.  
There is some evidence in the results of study three that patient’s preferences 
for the terms ‘patient’ or ‘service user’ is linked to the management of stigma. 
For example, Goffman theorised that people who have received mental health 
treatment engage in an act of ‘passing’ which refers to: 
 
“By intention or in effect the ex-mental patient conceals information about 
his real social identity, receiving and accepting treatment based on false 
suppositions concerning himself. It is this second general issue, the 
management of undisclosed discrediting information about self; that I am 
focusing on in these notes, in brief, `passing'.”(Goffman, 1959, p.57) 
 
One participant described engaging in this ‘passing’ behaviour when discussing 
her preference for the term ‘service user’:  
 
“Some people might say: ‘What are you a patient of?” and if you say 
‘Mental hospital’ or ‘Mental illness’, they might look down upon you. If 
you say ‘Service user’, people might not know that means you were in 
hospital before or anything. It’s nothing to be ashamed of being in 
hospital because it can happen to anybody. But there is a stigma out 
there, that people do look down upon you if you have a mental illness or 
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they think you are mad or a lunatic or something, which isn’t true, 
because it can happen to anybody.” 102 
 
In study three, I found that patients said that their carers were acting 
appropriately based on genuine concern for them when they put them under 
pressure. It was only with hindsight that these patients could reflect on what 
happened and appreciate that their carers had their best interests in mind. A 
possible explanation for this is that patients were less critical of their carers due 
to Festinger’s (1957) theory of cognitive dissonance which proposes that “when 
people hold two contradictory ideas simultaneously, they tend to reduce the 
resulting discomfort by justifying or rationalizing their attitudes and 
beliefs”(Georgieva et al., 2012b, p.10). Previous research found that people 
tend to justify traumatic events retrospectively through a process of cognitive 
dissonance that can help people to cope with the trauma (Georgieva et al., 
2012b). This explanation for patient’s retrospective views on the justification of 
coercive experiences has been proposed by previous studies investigating 
coercion (Georgieva et al., 2012b).  
Finally, a cross sectional study conducted across 136 acute psychiatric wards in 
England from 2004-2005 found that access to security personnel predicted 
higher levels of restraint episodes across wards (Bowers et al., 2012a). This 
finding supports the hypothesis that control exerted over patients by security 
personnel can precipitate deviant behaviour exhibited by patients (Due et al., 
2012). Bowers et al. (2012a) recommended that services should reduce their 
reliance on security personnel in order to reduce the frequency of coercive 
interventions on psychiatric wards and stated that security personnel do “not 
have specialist expertise or training in the recognition and management of 
patients with mental illness” (Bowers et al., 2012a, p.38). This description of 
security personnel is supported by the finding of this study that there was no 
evidence that security personnel who secluded and restrained patients were 
adequately trained in some approved centres. 
 
6.4 Main strengths and limitations of thesis 
The main strength of this thesis is that I interviewed a moderately sized sample 
of psychiatric patients that are difficult to recruit at three study time points 
(baseline, follow up and qualitative interviews). In addition, I conducted a 
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content analysis of a large number of inspection reports that yielded valuable 
new knowledge about an under-researched topic.  
The main limitation of this thesis is that the highest level of evidence quality 
produced was an observational study design. Observational study designs have 
several limitations in comparison to randomised controlled trials including 
confounding, weak recruitment control and difficulty examining rare outcomes of 
interventions (Ho et al., 2008). Within the constraints of observational study 
designs, the quality of evidence of this thesis would have been better if I had 
assessed patients at multiple time points rather than twice. For example, 
administering assessments to patients immediately before they were admitted 
to hospital and at discharge would have enabled me to better control for clinical 
changes before and after admission. However, there are significant ethical and 
practical difficulties with administering assessments to patients immediately 
before involuntary admission such as capacity. A feasible alternative to 
assessing the patient immediately before involuntary admission would be to 
collect collateral reports from professional and other carers who were involved 
in the admission process as soon after the admission as possible. Within the 
context of the pyramid of evidence in medical research, the quality of evidence 
in this thesis would have been better if I could have conducted a randomised 
control trial (Ho et al., 2008). For example, I could have randomly allocated 
each patient who met the criteria for an involuntary admission to a control group 
who were genuinely free to decide if they wanted to be admitted to psychiatric 
hospital for treatment or not and an active treatment group who were 
involuntarily admitted and treated against their will. This would have minimised 
if not eliminated the problem of confounding that exists in observational 
designs. I could have therefore attributed any differences in outcomes between 
the control and active treatment group to the coercion.  However, this is 
impossible to conduct in practice for similar ethical and practical reasons that it 
is not feasible to assess patients immediately before admission. 
 
6.5 Key conclusions arising from thesis 
In an article entitled “Parachute use to prevent death and major trauma related 
to gravitational challenge: systematic review of randomised controlled trials”, 
Smith and Pell (2003) reported a systematic review to determine “whether 
parachutes are effective in preventing major trauma related to gravitational 
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challenge” (Smith and Pell, 2003, p.1459). The authors wrote this satirical 
article to highlight the apparent absurdity of insisting that all interventions ought 
to be validated by randomised controlled trials, which they perceived as a 
tendency within the medical community. As in the case of parachutes, there are 
often good reasons to believe in the efficacy of interventions in the absence of 
randomised control trials. The authors conclude: 
 
“Only two options exist. The first is that we accept that, under exceptional 
circumstances, common sense might be applied when considering the 
potential risks and benefits of interventions. The  second  is  that  we 
continue  our quest for  the holy  grail of exclusively evidence  based 
interventions  and preclude parachute use  outside  the  context  of  a 
properly conducted  trial.” (Smith and Pell, 2003, p.1460) 
 
A similar argument for coercion might appear intuitively obvious, especially to 
psychiatric ward staff as they regularly observe situations where the use of 
coercive interventions appears to prevent harm. Specifically, it could be that 
coercion is better than none because: 
  
“Involuntary treatment used in appropriate circumstances and when 
medically indicated, can restore the functional and decisional capacity of 
persons with severe psychiatric disorders, and can protect them and 
others from the behavioural consequences of their conditions.” 
(American Psychiatric Association and World Psychiatric Association, 
2013, p.142) 
 
My finding in study two that accumulated coercive events did not predict 
functional improvement could be explained by this reasoning. It could be that all 
patients in my study received the appropriate treatment. In other words, 
coercion facilitated the administration of treatment in individuals who refused 
treatment but lacked capacity due to their mental disorder. If coercion was not 
used these individuals could have had worse outcomes one year after 
discharge. 
However, an alternative hypothesis is that functional improvement occurred 
independently of treatment because extreme values tend towards the average 
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when they are measured a second time (Streiner, 2001). This hypothesis is 
supported by my finding that an improvement in functioning one year after 
discharge was predicted by lower levels of functioning during admission and 
that coercion did not mediate this relationship. This hypothesis is controversial 
because it suggests that some patients might achieve functional recovery 
without treatment. If supported, the clinical implication could be that for some 
patients a period of watchful waiting would be more appropriate than coercive 
treatment. A randomised controlled trial could help determine if there is a 
subgroup of patients who would achieve functional recovery without treatment. 
While it is probably impossible to conduct a traditional randomised controlled 
trial on involuntary detention, there have been controlled trials conducted on 
other forms of coercion such as restraint, seclusion and outpatient commitment 
(Bergk et al., 2011, Burns and Molodynski, 2014). These trials were viewed as 
ethical by the researchers as there was no evidence available to support a 
preference for either intervention under investigation. Research in other areas 
of health care has successfully used ‘natural randomisation’ in situations where 
a randomised controlled trail was not possible. For example, Baicker et al. 
(2013) used a U.S. government lottery scheme for providing health insurance to 
low-income families as an opportunity to conduct a randomised controlled trial 
on the outcomes of the insurance scheme. Creative solutions to the problem of 
randomisation like the above example could be applied in research about 
coercion. In light of these issues, future opportunities to conduct randomised 
controlled trials on coercive psychiatric treatment should be thoroughly 
explored. 
 
6.6 Recommendations for practice arising from thesis 
6.6.1 Practical Implications of Observational Cohort Design (Studies One 
and Two) 
6.6.1.1 Research Implications 
As the rates of at least one coercive event in this study differed to rates found in 
studies that used the accumulated coercive events algorithm and were based in 
other countries, future research should refine the accumulated coercive events 
algorithm so that standardised comparisons can be applied across countries.  
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As I found that accumulated coercive events did not predict functional 
improvement one year after discharge, future research should investigate 
whether coercion facilitates the administration of efficacious treatment in 
individuals who refuse treatment but lack capacity to consent or functional 
improvement occurs independently of treatment. 
As I found an overall decline in objective quality of life and an improvement in 
global functioning one year after discharge, future research should examine the 
impact of accumulated coercive events on the following outcome measures that 
were not included in this study:  the Social and Occupational Functioning 
Assessment Scale (Rybarczyk, 2011) and the Brief Psychiatric Rating Scale 
(Overall and Gorham, 1962). Administration of these scales in addition to the 
outcome measures used in this study will help to better distinguish between 
functional, occupational, social and symptomatic recovery after coercive 
treatment.  
As I found an overall decline in objective social outcomes one year after 
discharge and this has been found in previous studies, future research should 
investigate the reasons for this decline, especially in relation to social exclusion. 
As I found that higher levels of accumulated coercive events and male gender 
during admission predicted more inpatient days between discharge and one 
year follow up when I controlled for multiple clinical and demographic factors, 
future research should investigate the underlying mechanisms that explain 
these findings, especially in relation to perceived risk to self and others.  
As a limitation of study one was that I did not that I did not measure other 
variables which could explain coercive events during admission, future research 
examining accumulated coercive events during admission should collect data 
on aggression, violence and psychopathy. In addition, data that could lead to 
theoretical explanations of problem behaviours in terms of functional analysis, 
defence mechanisms or cognitive deficits should be collected.  
 
6.6.1.2 Clinical Implications 
In study two, I found that 70% of patients experienced a clinically significant 
improvement in global functioning between baseline and follow up 
assessments. The experience of coercion at baseline was not associated with 
this improvement when multiple clinical and demographic factors were 
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controlled for. It could be hypothesised that coercion leads to improved 
functioning only in individuals who are extremely unwell. However, my findings 
in study two do not support this hypothesis. Specifically, lower global functioning 
at admission did not mediate the correlation between more coercive events 
during admission and improved functioning one year after discharge.  
I suggest that there are two distinct hypotheses that could explain why most 
patients get better after coercive treatment. Firstly, the coercion could mean that 
all patients receive the treatment that they need for their condition; voluntary 
patients consent to it and involuntary patients do not. Secondly, people might 
get better naturally over time regardless of whether they experience coerced 
treatment or not. Practicing clinicians might think the first hypothesis is more 
consistent with their clinical experience due to confirmation bias as they are less 
likely to come into contact with people who became unwell, never presented at 
a psychiatric service and then improved over time in comparison to people who 
became unwell and eventually engaged with treatment.  
As previously discussed, the best way to find out which explanation is correct is 
by conducting a randomized controlled trial. This is difficult to achieve because 
it would require not admitting patients to hospital who would normally be 
admitted against their will. 
If a randomized controlled trial was conducted, it could suggest two distinct 
groupings. One grouping could consist of patients who become unwell and then 
naturally improve over time regardless of whether they receive treatment or not. 
The clinical implication for these patients could be watchful waiting with rapid 
access to psychiatric care if necessary. The other group could consist of 
patients who become unwell and will stay unwell or decline further unless 
appropriate treatment is facilitated by coercion. The clinical implication for these 
patients would be to administer coercive interventions as humanely as possible. 
Currently, these groupings and associated clinical implications are only 
theoretical and require empirical validation. 
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6.6.2 Practical Implications of Qualitative Thematic Analysis (Study Three) 
6.6.2.1 Research Implications 
The main value of this qualitative study is that it can be used to generate 
hypotheses for future research, either to test explanations of previous findings 
or to test new hypotheses about a particular phenomenon. While all findings of 
this study have the potential to generate theory, I propose the following 
hypotheses that are particularly relevant within the context of previous literature. 
As I found that patient’s phenomenological account of pressure was consistent 
with the cognitive appraisal theory of emotion by Lazarus (1991), future 
research should test the following hypotheses in psychiatric patients: 
 
 Lower feelings of stress predict lower levels of perceived coercion during 
involuntary admission 
 As feelings of stress about psychiatric admission reduce over time, so 
does the level of perceived coercion about the same psychiatric 
admission 
 
As I found that patient’s perspectives on carers who put them under pressure 
could be explained in terms of Festinger’s (1957) theory of cognitive 
dissonance, future research should test the following hypothesis: 
 
 Patients retrospectively inflate their approval of coercion to reduce 
cognitive dissonance  
 
As I found that patient’s preferences for the term ‘patient’ or ‘service user’ is 
linked to patient’s strategies for managing potentially stigmatising information, 
future research should test the following hypothesis: 
 
 Patient rated preference for a particular identifying term is associated 
with beliefs about how stigmatising that term is relative to other possible 
terms 
 
 
 
301 
 
6.6.2.2 Ethical Implications 
Qualitative studies with psychiatric patients on the topic of coercion that were 
recently published in medical journals have refrained from specifying clinical 
implications of the findings (e.g.Valenti et al., 2014, Katsakou et al., 2012). This 
is probably because in medical research, qualitative data is regarded as the 
lowest quality of evidence as it is based exclusively on opinion (Petrisor and 
Bhandari, 2007). Instead, these recently published studies have highlighted the 
values expressed by patients in the qualitative interviews and attempted to 
reconcile these with ethical deliberations involved in the use of coercion in 
psychiatric care. For example, Valenti et al. (2014) found that the patient values 
of “freedom, safety and respect” often conflict with staff values of “life and 
heath” when determining the ethics of coercion (Valenti et al., 2014, p.4). 
Likewise, Katsakou et al. (2012) conclude that due to conflicting values between 
patients and staff it is important that “the necessity to compulsorily treat patients 
for a short time does not compromise the long-term goals of promoting 
empowerment and autonomy” (Katsakou et al., 2012, p.8). 
The patients of this study reported the same values as these previously 
published studies. Specifically, patients valued autonomy, respect and dignity. 
Accordingly, the same conclusions about reconciling these values with ethical 
deliberations about the use of coercion in psychiatric care that have been 
reported in these previous studies can also be made with this study. In addition, 
there is one further issue raised by this study. Specifically, patients in this study 
said that mental health services that use coercion should take responsibility for 
the consequences of the coercion. For example, patients said that they should 
be offered specific supports after experiencing coercive interventions to help 
them “fix the damage” (19) that they thought were caused by coercive 
interventions that they had experienced. In the literature, this has been referred 
to as the value of ‘reciprocity’ and described in the following terms: “if you 
deprive someone of liberty, you should have a duty to provide a good quality 
service” (Brown, 2009, p.3). In practice, this would mean that mental health 
services would have a duty to protect involuntarily admitted patients from any 
negative consequences resulting from their involuntary admission through the 
provision of intensive after-care services. In addition to the previously specified 
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values, this value of ‘reciprocity’ should also be considered in ethical 
deliberations about coercive treatment in psychiatry. 
 
6.6.3 Practical Implications of Content Analysis (Study Four) 
6.6.3.1 Research Implications 
As the extent of activity and training of security personnel in Irish psychiatric 
care over time is unclear, a longitudinal survey should collect data on activity 
and training of security personnel across services. As the role functions of 
security personnel are ambiguous, content analysis studies of relevant 
organisational documents should collect data on job descriptions, terms of 
employment, service policies and service level agreements between agencies. 
As I found contrasting perceptions of suitability, qualitative studies should 
collect data on the opinions and perspectives of stakeholders (including service 
users and their families) on the involvement of security personnel in psychiatric 
care.  
 
6.6.3.2 Policy Implications 
There is an urgent need to publish best practice guidelines about the 
involvement of security personnel in psychiatric care. These guidelines should 
address various aspects of involving security personnel in psychiatric care 
including procurement, service policies, training needs, roles and 
responsibilities, reporting relationships and the function of security services 
within the context of multidisciplinary team working and risk management in 
psychiatric care. The development of these guidelines should include a 
systematic review of relevant literature, a synthesis of research evidence and a 
consultation process involving representatives of all stakeholder groups. 
 
6.6.3.3 Education and Training Implications 
The results of the content analysis are unable to support any particular 
education or training interventions. However, I found that there was evidence of 
inadequate training and risk management across wards and this has been 
previously expressed as a serious concern within the literature.  
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For example, the use of poorly trained security guards in healthcare settings 
has been previously expressed as a concern by an expert review of a report on 
restraint related deaths in UK state custody (Aiken et al., 2011). In addition, 
Bowers et al. (2012a) recommended that services should reduce their reliance 
on security personnel in order to reduce the frequency of coercive interventions 
on psychiatric wards and stated that security personnel do “not have specialist 
expertise or training in the recognition and management of patients with mental 
illness” (Bowers et al., 2012a, p.38). Accordingly, interventions to reduce the 
level of conflict and containment on wards (e.g. Bowers et al., 2015) and to train 
staff including security personnel in specific skills to manage violence and 
aggression (e.g. McKenna, 2008)  may be identified as an urgent need through 
the development of the best practice guidelines as recommended in section 
6.6.3.2. 
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Appendices 
As the service in which I conducted the qualitative interviews requested 
anonymity, I have redacted information in the appendices that would identify the 
service. I present a list of items with appendix numbers in table 7. 
Table 7.0 List of items with appendix numbers 
Appendix 
Number 
Item 
1 Proforma document 
2 Mental Health Commission Seclusion Registry Form 
3 Client satisfaction questionnaire 
4 Recovery style questionnaire 
5 The scale for assessment of positive symptoms 
6 The scale for assessment of negative symptoms 
7 The Young mania rating scale 
8 The Birchwood insight scale 
9 The Beck depression inventory 
10 The Beck hopelessness scale 
11 Excerpt from The Structured Clinical Interview for Diagnostic and 
Statistical Manual of Mental Disorders IV 
12 The MacArthur Perceived Coercion Scale 
13 The MacArthur Procedural Justice Scale 
14 The MacArthur Perceived Pressures Scale 
15 Subjective items from the Manchester Short Assessment of Quality 
of Life 
16 The Service Engagement Scale 
17 The Objective Social Outcomes Index 
18 The Global Assessment of Functioning 
19 The Working Alliance Inventory Short Form 
20 Letters of ethical approval from Provincial Ethics Committee 
21 Letter of ethical approval from St Vincent’s Healthcare Group Ltd. 
22 Letter of ethical approval from Newcastle Hospital 
23 Information letter for observational cohort design 
24 Consent form for observational cohort design 
25 Information letter for qualitative interviews 
26 Form for consent to audio recording of qualitative interview 
27 Form for consent to participation in qualitative interview 
28 Ethical approval for qualitative interviews  
29 Qualitative interview guide 
30 Data collection tool for use on inspections 
31 Correspondence from ethics committee in relation to content 
analysis design 
32 Journal article: Accumulated coercive events 
33 Journal article: Security personnel in psychiatric hospitals 
34 Journal article: Perceived coercion in voluntary admission 
35 Journal article: Service users’ perceptions of admission 
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Appendix 1: Proforma document 
Readmission Details (if applicable) 
 
Date of Re-Admission  
Voluntary/ Involuntary 
If Involuntary - Commenced by: 
 
 
 
 
 
No of Tribunals 
Date of Tribunals 
Result of Last Tribunal 
 
 
Criteria 
 
 
 
 
Type of Admission  
 
 
Coercion 
 
Brought to Hospital by: 
 
⃝Gardai 
⃝Assisted Admission team 
 
 
Restraint                           ⃝Yes      ⃝ 
No  
Date: 
Length of time 
Number of incidents of restraint: 
 
 
Seclusion                       ⃝Yes      ⃝ No  
Date: 
Length of time 
Number of incidents of seclusions: 
 
 
 
______________ 
_______________ 
⃝Family  
⃝Authorised ⃝Officer 
⃝Gardai 
⃝ Public 
 
 
_______________ 
_______________ 
⃝Renewed 
⃝Revoked 
 
⃝Risk to self/ others 
⃝Deterioration of mental state 
 
 
⃝Form 6  
⃝Form 13 (vol then detained)  
 
 
 
 
Medication without consent ⃝Yes      ⃝ No 
Date: 
Medication: 
Dose: 
Reasons: 
Number of incidents of medication w/o consent 
 
 
Brought to hospital with involuntary admission 
forms completed but agreed to stay voluntary 
⃝Yes      ⃝ No 
 
Treated on Locked, secure ward: 
 ⃝Yes      ⃝ No 
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Appendix 2: Mental Health Commission Seclusion Registry Form 
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Appendix 3: Client satisfaction questionnaire 
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Appendix 4: Recovery style questionnaire 
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Appendix 5: The Scale for Assessment of Positive Symptoms 
0 = None, 1 = Questionable, 2 = Mild, 3 = Moderate, 4 = Marked, 5 = Severe 
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Appendix 6: Scale for Assessment of Negative Symptoms 
0 = None, 1 = Questionable, 2 = Mild, 3 = Moderate, 4 = Marked, 5 = Severe 
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335 
 
Appendix 7: The Young mania rating scale 
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Appendix 8: The Birchwood insight scale 
Please read the following statements carefully and then tick the box which 
applies to you. 
Item Agree Disagree Unsure 
Some of my symptoms were made by my mind    
I have always been mentally well    
I do not need medication    
My stay in hospital was necessary    
The doctor was right in prescribing medication    
I did not need to be seen by a doctor or 
psychiatrist 
   
If someone said that I had a nervous or mental 
illness, they would be right 
   
None of the unusual things that I experienced 
were due to an illness 
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Appendix 9: The Beck depression inventory 
Instructions: This questionnaire consists of 21 groups of statements. Please 
read each group of statements carefully, and then pick out the one statement in 
each group that best describes the way you have been feeling during the past 
two weeks, including today. Circle the number beside the statement you have 
picked. If several statements in the group seem to apply equally well, circle the 
highest number for that group. Be sure that you do not choose more than one 
statement for any group, including Item 16 (Changes in Sleeping Pattern) or 
Item 18 (Changes in Appetite). 
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Appendix 10: The Beck Hopelessness Scale 
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Appendix 11: Excerpt from the Structured Clinical Interview for Diagnostic 
and Statistical Manual of Mental Disorders IV 
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Appendix 12: The MacArthur Perceived Coercion Scale 
Please read the following statements carefully and then tick the box which 
applies to you. 
Statement True False 
I had more influence than anyone else on whether I came 
into hospital 
  
I had a lot of control over whether I went into the hospital   
I chose to come into the hospital    
I felt free to do what I wanted about coming into the 
hospital 
  
It was my idea to come into the hospital    
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Appendix 13: The MacArthur Procedural Justice Scale 
 
Procedural Justice (these four questions are to be asked regarding each person 
involved) 
 
1. To what extent did he/she do what he/she did out of concern? (very much, 
mostly, a little, not at all) 
 
2. How much respect did he/ she treat you with? (very, some, a little, none) 
 
 
3. How seriously did he/ she consider what you had to say (very, some, a little, 
none) 
 
4. How fairly did he/ she treat you? (very fair, mostly fair, mostly unfair, very 
unfair) 
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Appendix 14: The MacArthur Perceived Pressures Scale 
Please read the following statements carefully and then tick the box which 
applies to you. 
Statement Yes No 
Did anyone try to talk you into going to hospital or being 
admitted? 
  
Did anyone offer or promise you anything?   
Did anyone threaten you?   
Did anyone force you?   
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Appendix 15: Subjective Items from The Manchester Short Assessment of 
Quality of Life 
1  = Couldn’t be worse, 2 = Displeased, 3 = Mostly Dissatisfied, 4 = Mixed, 5 = Mostly 
Satisfied, 6 = Pleased, 7 = Couldn’t be better 
1. How satisfied are you with your life as a whole today? * 
2. How satisfied are you with your job (or sheltered employment, or training/ 
education)?  
If unemployed or retired – how satisfied are you with being unemployed/ 
retired? * 
3.  How satisfied are you with your financial situation? 
4. Do you have anyone who you would call a ‘close friend’?   Yes / No 
5. In the last week have you seen a friend?     Yes/ No 
6. How satisfied are you with the number and quality of your friendships? * 
7. How satisfied are you with are you with your leisure activities? * 
8. How satisfied are you with your accommodation? * 
9. In the past year have you been accused of a crime?    Yes/ No 
10. In the past year have you been a victim of physical violence?  Yes/ No 
11. How satisfied are you with your personal safety? * 
12. How satisfied are you with the people that you live with? * 
Or if live alone, How satisfied are you with living alone? * 
13. How satisfied are you with your romantic/ intimate life? 
14. How satisfied are you with your relationship with your family? * 
15. How satisfied are you with your health? * 
16. How satisfied are you with your mental health? * 
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Appendix 16: The Service Engagement Scale 
 0 1 2 3 
 Not at 
all or 
rarely 
Sometimes Often Most of 
the time 
Availability     
1. The client seems to make it difficult to 
arrange appointments 
    
2. When a visit is arranged, the client is 
available 
    
3. The client seems to avoid making 
appointments 
    
     
Collaboration     
4. If you offer advice, does the client 
usually resist it? 
    
5. The client takes an active part in the 
setting of goals or treatment plans 
    
6. The client actively participates in 
managing his/ her illness 
    
     
Help Seeking     
7. The client seeks help when assistance is 
needed 
    
8. The client finds it difficult to ask for help     
9. The client seeks help to prevent a crisis     
10. The client does not actively seek help     
     
Treatment adherence     
11. The client agrees to take prescribed 
medication 
    
12. The client is clear about what 
medication he/she is taking and why 
    
13. The client refuses to co-operate with 
treatment 
    
14. The client has difficulty in adhering to 
the prescribed medication 
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Appendix 17: The Objective Social Outcomes Index 
 
Instructions: In each section, select the option that is relevant to each participant 
 
Employment 
None      0 
Voluntary/Protected/ sheltered work  1 
Regular employment    2 
 
Accommodation 
Homeless or 24hr supervised   0 
Sheltered or supported accommodation 1 
Independent accommodation   2 
 
Partnership/ Family 
Living alone     0 
Living with partner or family   1 
 
Friendships 
Not meeting a friend within the last week 0 
Meeting at least one friend in the last week 1 
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Appendix 18: The Global Assessment of Functioning 
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Appendix 19: The Working Alliance Inventory Short Form 
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Appendix 20: Letters of ethical approval from Provincial Ethics Committee  
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Appendix 21: Letter of ethical approval from St Vincent’s Healthcare 
Group Ltd
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Appendix 22: Letter of ethical approval from Newcastle Hospital 
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Appendix 23: Information letter for observational cohort design 
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Appendix 24: Consent form for participation in observational cohort 
design 
 
Letter of Consent 
 
Date: 
 
 
Title: Service Users’ Perspectives towards their admission  
 
Name of Principal Researcher: Dr. Brian O’Donoghue 
Contact Details: 01-2791700 
 
I have spoken with the researcher and have read the Information sheet and I have had 
the opportunity to ask questions about the study. 
 
I understand that it will be required for me to answer a questionnaire regarding my 
admission prior to discharge and one year later. I give my consent for information to be 
obtained from my clinical case notes for this study. 
 
I understand that the things I say will be confidential and that I will not be recognised, 
as my name will not be used. 
 
I understand that I am not required to be involved in the study and that I can stop 
answering questions at any time and this will have no impact on the treatment and 
services I receive. I understand that I can request that my information not to be used in 
the study at any time.  
 
I understand and give my consent to be contacted by telephone or letter to my home 12 
months following initial contact. 
 
I understand that the results of this study may be published in a report, article or book 
and I will not be identified in any published material. 
 
I understand that the data will be kept and destroyed in accordance with the data 
protection act. 
 
I agree to Participate in the Study 
 
 
Name:      Signed    Date 
 
 
Witness     Signed    Date 
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Appendix 25: Information letter for qualitative interviews 
Information Letter 
Stephen Shannon 
Mental Health Commission 
St. Martins House 
Waterloo Road 
Dublin 4                                                                                                                                
Phone: (01) 636 2421                                                                                                                                                                                                                                                             
 
 
Dear _______ 
 
I would like to invite you to take part in a research study.  
 
My name is Stephen Shannon. I am a clinical scientist researcher attached to the Office 
of the Inspector of Mental Health Services and the Department of Psychiatry at the 
Royal College of Surgeons in Ireland. [redacted] I am conducting a project entitled 
“Service User Perspectives on the use of Pressure in Mental Health Treatment”.  
 
The purpose of this project is to learn more about people’s perspectives on the use of 
pressure in mental health treatment.  The results of this study will hopefully be 
published in academic journals and will form part of my PhD thesis. Your participation 
in this study is completely voluntary and it will be anonymous and confidential. If you 
wish not to partake, this will have no impact on your usual care and treatment.  
 
The interview will be recorded using an audio-recording device and the recording will 
be transcribed and analysed. All of the data from this study will be collected, analysed, 
stored and destroyed in line with the Data Protection Act and Best Practice in Scientific 
Research guidelines.  
 
If you agree to participate in the study I will contact you to arrange an interview at your 
convenience at a venue of your choice [redacted]. The interview will last up to 1 hour. 
 
Thank you, 
 
 
Stephen Shannon 
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Appendix 26: Form for consent to audio recording of qualitative interview 
 
Date: 
Title of Study: Service User Perspectives on the use of Pressure in Mental Health 
Treatment 
Principal Researcher: Stephen Shannon 
Collaborators: Professor Kieran Murphy, Dr. Patrick Devitt, Dr. Brian O’Donoghue and 
Dr. Larkin Feeney and Kevin Madigan 
Contact Details:  Stephen Shannon, Mental Health Commission, St. Martins House, 
Waterloo Road, Dublin 4 Phone: (01) 636 2421                                                                                                                               
 
 I fully understand the procedures involved in the process of audio recording.  
 
 I voluntarily agree to consent to the recording of me for the purpose of the “Service 
User Perspectives on the use of Pressure in Mental Health Treatment” study. 
 
 I give consent for the recordings to be used for the purpose of this research only.  
 
I agree to be audio-recorded.  
 
Name:                   Signed:                    Date: 
   
 
Witness:     Signed:                    Date:  
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Appendix 27: Form for consent to participation in qualitative interview 
 
Date: 
Title of Study: Service User Perspectives on the use of Pressure in Mental Health 
Treatment 
Principal Researcher: Stephen Shannon 
Collaborator: Professor Kieran Murphy, Dr. Patrick Devitt, Dr. Brian O’Donoghue, Dr. 
Larkin Feeney and Kevin Madigan 
Contact Details:  Stephen Shannon, Mental Health Commission, St. Martins House, 
Waterloo Road, Dublin 4 Phone: (01) 636 2421                                                                                                                                                                                                                                                             
 
 I have spoken with the researcher and have had the opportunity to ask questions 
about this study.  
 
 I understand that I have been invited to participate in a one-on-one interview with a 
researcher that will be recorded with an audio recording device and will last up to 1 
hour. 
 
 I understand that the things I say are confidential and that I will not be recognised, 
as my name will not be used.   
 
 I can terminate the interview at any time and this will not affect [redacted]. 
 
 I understand that the interviewer may ask my permission for a nurse to contact me if 
he is concerned about my well-being. 
 
 I understand the results of this study may be published in a report, book or article 
and that I will not be identified nor recognised in any published material.   
 
 I understand that the data will be destroyed in accordance with the data protection 
act. 
 
I agree to participate in this study 
 
Name:                   Signed:                     Date: 
   
 
Witness:     Signed:                     Date:  
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Appendix 28: Ethical approval for qualitative interviews  
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Appendix 29: Qualitative interview index cards 
 
Introductory Explanation 
 
 Thank you very much for attending the interview today.  
 The purpose of this interview is to find out how you have experienced pressure in your 
mental health treatment, how you think pressure should be used in mental health treatment 
and how do you think the use of pressure could be improved. There are no right or wrong 
answers to these questions; I am only interested in your personal opinion based on your 
experience of being a mental health service user. 
 The structure of this interview is like a free-flowing conversation. I will start by asking you 
about your experiences of pressure in your mental health treatment and then I will follow up 
with other questions based on what you say.  
 Do you have any questions? 
 
Experiences of Pressure 
 
Mini-Research Question 
What contexts do participants experience as pressurised in their mental health treatment? 
 
Purpose 
The purpose of this section is to elicit memories in participants of feeling under pressure in their 
mental health treatment and to clarify the context of that pressure.  
  
Question examples 
 Can you remember a time you felt under pressure to do something in your mental health 
treatment?  
 Do you ever feel under pressure to do things you don’t really want to do in your mental 
health treatment?  
 What sort of things do you feel under pressure to do in your mental health treatment?  
 What exactly happened that time when you felt under pressure in your mental health 
treatment?   
 Who was involved in that situation?  
 Who did you interact with in that situation?  
 Who put pressure on you?  
 What did they say that made you feel under pressure?  
 What did they do that made you feel under pressure? 
 
Potential links with other parts of the interview 
The examples elicited in this section can be explored further during any other parts of the 
interview.  
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Conceptualisation of Pressure 
 
Mini-Research Question 
How do participants conceptualise pressure? 
 
Purpose 
To establish how participants conceptualise pressure throughout their mental health treatment. 
 
Question Examples 
 What does pressure mean to you?  
 How do you know when you feel under pressure?  
 What needs to happen for you to feel under pressure? 
 If you heard someone say that they felt under pressure, what would that mean to you? 
 
Potential links with other parts of the interview 
This section might be linked to examples of pressure described by the participant. 
 
 
Experience of pressurised contexts 
 
Mini-Research Question 
How do participants experience pressurised contexts? 
 
Purpose 
To establish how participants experience pressurised contexts throughout their mental health 
treatment. 
 
Question Examples 
 What is it like to feel put under pressure?  
 How do you feel when you are put under pressure? 
 
Potential links with other parts of the interview 
Probing questions can be used when participants describe a specific example to establish the 
lived experience of pressure. For example: How did you feel when you were locked in the 
seclusion room? 
 
Common features of pressurised interactions 
 
Mini-Research Question 
What features characterise contexts that participants experience as pressurised? 
 
Purpose  
To establish common features of pressurised context from a service user’s perspective. 
 
Question Examples 
 What are the main things that happen when you feel under pressure?  
 If someone wanted to make you feel under pressure, what should they say or do?  
 
Potential links with other parts of the interview 
This section might be linked to examples of pressure described by the participant. 
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Relationship between the service user and the people involved in the pressurised interactions 
 
Mini-Research Question 
How do participants experience their relationship with the people who are involved in the 
pressurised context? 
 
Purpose  
To establish the experiential quality of the relationship between the service user and the people 
involved in the pressurised context 
 
Question Examples 
 How did you feel about that person who put you under pressure (or who secluded you, 
physically restrained you etc.)?  
 How did you get on with them?  
 How did you feel about them before that happened?  
 How did you feel about them after that happened?  
 How did they treat you?  
 How did you feel about the way they treated you? 
 
Potential links with other parts of the interview 
This section might be linked to examples of pressure described by the participant. 
 
Service User Identity 
 
Mini-Research Question 
How do these relationships inform the participant’s service user identity? 
 
Purpose  
To establish how the participant interprets their service user identity in terms of their 
relationships and involvement with others from the pressurised contexts 
 
Question Examples 
 What does it mean to you to be a service user?  
 How do you know that you are a service user?  
 When you have experiences like that, what does that tell you about being a service user?  
 What does it mean to be a service user when that happens?  
 
Potential links with other parts of the interview 
The above questions can also be used for any specific examples of pressure that the participant 
gives at any stage in the interview.   
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Ethics 
 
Mini-Research Question 
How do participants conceptualise the necessity, benefit, harm and justice of pressure? 
 
Purpose 
To establish how participants conceptualise the necessity, benefit, harm and justice of pressure 
in mental health treatment. 
 
Question Examples 
 Do you think it’s ever necessary/beneficial/harmful/just to put a service user under 
pressure?  
 When would it be necessary/beneficial/harmful/just?  
 Can you give an example of when it would be necessary/beneficial/harmful/just?  
 
Potential links with other parts of the interview 
The above questions can also be used for any specific examples of pressure that the participant 
gives at any stage in the interview.   
 
Improvements 
 
Mini-Research Question 
Depending on their ethical position, how do participants think the use of pressure could be 
reduced, replaced, prevented and/or otherwise improved in clinical mental health practice? 
 
Purpose 
To establish how participants think the use of pressure could be reduced, replaced, prevented 
and/or otherwise improved in clinical mental health practice, depending on their ethical view 
point. 
 
Question Examples 
 How could the service be tailored to better meet your needs?  
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Appendix 30: Data collection tool for use on inspections 
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Appendix 31: Correspondence from ethics committee in relation to 
content analysis 
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Appendix 32: Journal article: Accumulated coercive events 
 
Reference: 
 
Stephen Shannon, Eric Roche, Kevin Madigan, Laoise Renwick, Catherine 
Dolan, Patrick Devitt, Larkin Feeney, Kieran C. Murphy & Brian O’Donoghue 
(2015). Quality of life and functioning one year after experiencing accumulated 
coercive events during psychiatric admission. Psychiatric Services, 66, 883-7. 
 
[Article redacted for copyright reasons] 
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Appendix 33: Journal article: Security personnel in psychiatric hospitals 
 
Reference: 
Stephen Shannon, Patrick Devitt & Kieran C. Murphy (2015) Increased use of 
security personnel in Irish psychiatric hospitals: 2008-2012. Irish Journal of 
Psychological Medicine, First View, 1-7. 
 
[Article redacted for copyright reasons] 
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Appendix 34: Journal article: Perceived coercion in voluntary admission 
 
Reference: 
Brian O'Donoghue, Eric Roche, Stephen Shannon, John Lyne, Kevin Madigan 
& Larkin Feeney (2013). Perceived coercion in voluntary hospital admission. 
Psychiatry Research, 215, 120-6. 
 
Contribution of PhD candidate 
As a co-author of this article, my contribution was developing the study design, 
attendance and participation at regular meetings about the study, negotiating 
access to patients on hospital wards, completing consent process with patients, 
data collection including the administration of assessments to patients, 
interpretation of data, drafting and critical revision of article, approval of article 
before submission to journal and subsequent versions, writing parts of the 
article and responding to peer reviewer comments, general administrative work, 
practical problem solving and logistics related to research activity. 
 
[Article redacted for copyright reasons] 
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Appendix 35: Journal article: Service users’ perceptions of admission 
 
Reference: 
Brian O'Donoghue, Eric Roche, Veronica F. Ranieri, Stephen Shannon, Ciaran 
Crummey, Johanna Murray, Damian G. Smith, Kieran O’Loughlin, John P. 
Lyne, Kevin Madigan & Larkin Feeney (2013). Service Users' Perceptions 
About Their Hospital Admission Elicited by Service User-Researchers or by 
Clinicians. Psychiatric Services. 64, 416-22, 416 e1-3. 
 
Contribution of PhD candidate: 
As a co-author of this manuscript my contribution involved attendance and 
participation at regular meetings about the study, negotiating access to patients 
on hospital wards, completing consent process with patients, data collection 
including the administration of assessments to patients, interpretation of data, 
drafting and critical revision of article, approval of article before submission to 
journal and subsequent versions, general administrative work, practical problem 
solving and logistics related to research activity. 
 
[Article redacted for copyright reasons] 
 
